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MODERN GYNECOLOGY. 


BY LUCY WAITE, A. B., M. D., CHICAGO, ILL., 
Head Gynecologist to Mary Thompson Hospital for Women and Children. 


A contrast in methods, in both medical and surgical gyne- 
cology, of to-day with even ten years ago, marks modern gyne- 
cology as almost a new science. Altho the process of change has 
been in some respects so gradual as to seem a matter of evolu- 
tion, in other respects the present methods are such a radical 
change from the orthodox teachings of our predecessors that 
they appear almost as discoveries. We may venture to say that 
the discovery of the importance of the ovaries and oviducts, to- 
gether with the pathological signiticance of metritis, set the land- 
mark between the old and the new methods. 

The old term of “uterine appendages” illustrates beautifully 
the relative position of the genital organs given them by “ye 
ancient gynecologist.” All treatment centered about the uterus 
as a body separate and distinct from the oviducts and ovaries 
and regardless of the pathological condition of the uterine paren- 
chyma. From this exaggerated idea of the importance of the 
uterus as a separate body came all the mischievous treatment 
applied to uterine displacements. The orthodox position of the 
uterus was one of anteflexion, and in this position it was thought 
it must be kept, regardless of consequences. For this purpose 
were invented the sound, the uterine repositor and all the varied 
instruments of torture which have gone under the name of “pes- 
‘saries.” No uterus was too large and tender or too firmly fasten- 
ed by adhesions to be pried into position and held there by a 
pessary. If the process was too painful to be borne, the patient 
was put under an anesthetic. It is quite safe to say that by the 
time the patient recovered from the effects of the anesthetic the 
uterus had returned to its old and more comfortable position. And 
after many weary repetitions of this treatment, if the patient 
escaped a fatal peritonitis, she was handed over to the surgeon, 
who removed the ovaries per abdomen and left the victim a 
nervous wreck, many times to carry around with her for years 
an infected, bleeding uterus. If she escaped an abdominal her- 
nia, she had at least something to be grateful for! 

The now almost obsolete terms of parametritis and perime- 
tritis were the result of the same exaggerated place given to the 
uterus as an entity. The recognition of the limited part played 
by cellulitis and the enormous influence of the oviducts in the 
production of pelvic pathology has markt an era in both the 
medical and surgical treatment of pelvic inflammations. 

The uterus, in consequence of this enlarged pathological hori- 
zon, is assuming its proper place as only one factor, and often a 
minor one, in the general pelvic condition. The relative patho- 
logical importance of uterus, ovaries and oviducts must now de- 
termine the method of treatment. We have learned that to curet 
an inflamed, tender uterus, fixt in a mass of pelvic exudates, re- 
sulting from double pyosalpinx, is but the means of lighting up 
again the acute pathological condition which nature has been 
making a desperate struggle to overcome. 

The newer etiology of pelvic diseases has had also a great in- 
fluence in producing radical changes in methods. 

Infection versus congestion as a determining cause in the pro- 
duction of pelvic pathology has thrown a flood of light on many 
hitherto dark subjects. This has had the effect also of throw- 
ing the uterus as a separate body into the background, and as 
a natural sequence the cervix also, with all the treatment applied 
to its supposed ills, and its so-called “conservative operations.” 

We have learned that to sew up a lacerated cervix of an in- 
fected uterus leading up to infected oviducts is but locking the 
stable door after the horse is stolen, and serves no purpose but 
to give to the surgeon a sense of false security! 

I am aware that I am treading here on dangerous grounds. 

The cervix has held for so many years a prominent position 
and holds out such alluring prospects for treatment to the young 
practitioner and to the amateur surgeon, that its decline in path- 
ological importance has been bitterly contested. However, I am 
bold to say that the tinkering treatments applied during all these 
years to a supposed cervicitis has in the larger number of cases 
but served to carry the infection further up the uterine mucosa, 
and that repair of the lacerated cervix has proven, of all pelvic 
operations, the most useless and the most disappointing. 

By this I do not mean that there may not be isolated cases 


of recent lacerations, non-infectious, with a freely movable uterus, 
which may not be repaired with advantage, but when all these 
conditions must be present to make the operation justifiable, how 
rare will the cases become! 

It is manifestly impossible to enter here into a discussion of 
methods of treatment, and I have simply endeavored to outline 
the basis upon which to-day the intelligent gynecologist must es- 
tablish his methods of practice. 

In gynecological surgery there has dawned also a new and 
brighter era. 

Modern surgery stands for much more than the mere saving 


‘of life. The day is gone by when the successful surgeon is the 


one who can report the greatest number of cases discharged from 
the hospital cured, at the end of three or four weeks, to drag out 
as many years, or it may be the remainder of their days in hope- 
less invalidism. When gynecological surgery was in its infancy 
it was but natural that the methods were most in favor which 
lessened the fearful mortality which followed all major opera- 
tions, regardless of the ultimate health and comfort of the pa- 
tient. But as surgical science advanced along lines of known 
pathology, and since aseptic methods have completely revolu- 
tionized all surgery, gynecologists have been forced, on account of 
bad results, to turn their attention to methods which have not 
in themselves the direct object of lessening the mortality list, 
but rather the restoring to the patient health and strength, that 
she may take her place again among the world’s workers and 
live out her days in peace and comfort. 

The day is happily past when the gynecological surgeon opens 
the abdomen for the purpose of removing normal or slightly dis- 
eased ovaries. 

We have learned that a celiotomy may be, in the work of a 
busy surgeon, only an occasional necessity, and that the removal 
of both ovaries entire is almost as rarely justifiable. Could Ma- 
rion Sims’ prophetic soul have seen the number of ovaries which 
have been sacrificed upon the altar of a false pathology, it is 
doubtful if he would have had the courage to persevere in the 
ease of poor Anarka, or would have stoopt to pick up in the 
street the rusty wire, which suggested to him the silver wire su- 
ture; and Ephraim McDowell would have hesitated long, I wean, 
before making the incision that markt the birth of ovariotomy. 

The vaginal route for the removal of the diseased uterus and 
adnexae and the preservation of ovaries in whole or in part are 
the two points which during the past few years have entirely 
revolutionized gynecological surgery. The recognition of the fact 
that in pelvic disease the uterus is, as a rule, the originally dis- 
eased organ, and but one factor in evolutionary pelvic pathology, 
has, generally, taught us to turn our attention to the real offender 
and leave the ovary to perform that mystic service to the female 
economy which nature has assigned it. That there is a special 
and particular function for the ovary to perform even after the 
removal of the uterus, comparison of a series of several hundred 
eases of removal and nonremoval of the ovaries has thoroly con- 
vinced me. 

Like all surgeons who have been in active work any num- 
ber of years, I have behind me a record of ovaries removed un- 
necessarily, and also a few cases in the early years of my sur- 
gical work of double ovariotomy in uterine myomata for the es- 
tablishment of the artificial menopause. It is these last which 
lie most heavily on my conscience. To-day the progressive sur- 
geon would remove all these tumors per vaginam, and save the 
ovaries for the want of which the patients have been suffering 
ever since. 

The preservation of the ovaries insures to the patient immun- 
ity from all the distressing symptoms which accompany the cessa- 
tion of menstruation after the ovaries are removed. In some 
cases of large myomata operated per vaginam, the smooth, rapid 
recovery without the patient realizing that she was passing thru 
the menopause is almost incredible. Every conservative surgeon 
who makes a practice of following up his patients and compar- 
ing results of different methods, must have been imprest with 
these facts. Therefore let us leave these delicate, sensitive or- 
gans, which impress themselves so indelibly on a woman’s or- 
ganism, and remove the non-sensitive, phlegmatic organ which, 
after all, is only a receptacle, and as far as my observation goes, 
leaves after removal no appreciable effect on the nervous system. 

What can be accomplisht by the vaginal route, and what are 
its advantages over the abdominal incision? It would perhaps 
be too sweeping a statement to say that all myomata may be re- 
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moved per vaginam, but surely it would be a rare case which 
could not be operated by this method. In these days of much 
surgery a myoma reaching above the umbilicus is rarely found, 
and any movable tumor below this line is operable per vaginam. 

Large myomata accompanied by pus tubes and firmly ad- 
herent to the intestines are of course beyond the limit of vagi- 
nal work. But these are the cases which bring up the death- 
rate in abdominal sections. 

Pus tubes of any size can be removed per vaginam after re- 
moval of the uterus, if it is possible to remove them at all; and 
if too firmly adherent to the intestines to be removed, surely 
they can be most safely opened and drained from below. If, how- 
ever, in the effort to separate intestinal adhesions a fecal fistula 
results, it can be treated and closed much better per abdomen. 
If the uterus be removed at the same time the tubes are drained, 
function is destroyed, and in the course of a few months the pus 
sacs atrophy and the exudate and adhesions are absorbed. 

Nonadherent cysts of large size are easily and safely removed 
by this route with or without the removal of the uterus. 

By actual observation I have seen masses filling the pelvis 
entirely disappear in three months after the removal of the 
uterus, and a single pus tube is as safely removed in this way as 
per abdomen, 

The advantages to one accustomed to vaginal work as a 
routine method seem almost too patent to need emphasizing: 
ideal drainage, lessened shock, shedding of all ligatures, a more 
normal convalescence, avoidance of an abdominal wound—these 
are the principal advantages to be gained by the vaginal route. 
It has always seemed strange to me that Dr. Joseph Price and 
his followers, who place so much stress on drainage in pelvie sur- 
gery, should be opposed to the method which offers the only ideal 
drainage. To go back to the old abdominal drainage tube as a 
routine method of drainage would seem to me like giving up elec- 
tricity for the old wax candle. 

The shock cannot fail to be much less when a large myoma 
is removed without seeing the intestines. In fact, I have seen 
case after case recover from this method with no more symptoms 
of shock than a woman exhibits after a normal labor. It is 
often claimed that work by the vaginal route gives more pain 
during convalescence. I have not found it so. A patient from 
whom I removed a myoma considerably larger than a child’s 
head called me in the third day to ask me if I really had re- 
moved the tumor! She had had so little pain that she could 
hardly believe it possible. This patient had no morphine, and 
not even hot applications. She did not ask for anything in the 
way of relief. Of course, such cases are exceptional, tho by no 
means rare. As a rule, there is more or less pain for forty-eight 
hours, after which the convalescence is usually uneventful. 

No surgeon who has followed up for weary months a patient 
with abdominal fistula leading down to an infected ligature can 
fail to appreciate the advantage of a method which allows the 
shedding of all ligatures during convalescence. I sometimes think 
that no surgeon has a right to give an opinion on any method 
until he has been haunted months and even years by his unsuc- 
cessful cases. Centuries could not blot out of my memory one 
patient on whom I operated for double pyosalpinx per abdomen, 
leaving the uterus. She made an unusually good recovery while 
in the hospital, but had been out only a few weeks when she re- 
turned to me with pus running out thru an abdominal fistula, 
and in constant pain. From that day for two long years she 
haunted my office. She was a dispensary patient, but came to 
my office twice a week regularly without suggestion of a fee. 
During the first year I probed and cauterized in vain. In despair 
I proposed a second operation. She objected, and when I saw 
her confidence waning, I took her to a distinguisht surgeon for 
consultation and paid the fee. I offered him the case; he de- 
clined, and unfortunately for me, suggested further delay in the 
hope that the ligature would suppurate out. Another deary year 
past. Life became a burden to both of us, and I told her calmly 
one day that she must allow me to operate or leave me. To my 
joy she returned in a few days and said she was ready for the 
operation. I removed the uterus per vaginam (together with the 
septic ligature), made a new abdominal wound, dissecting out 
the fistulous tract, and drained per vaginam. The wounds healed 
solidly, and she left the hospital a happy woman. I have not 
seen her since, but I have forgiven her ingratitude. 

Now, when I examine a vaginal hysterectomy in the third 

~ week of convalescence and find the ligatures all gone and the 
wound smooth, there comes “a peace which passeth understand- 
ing.” The fact that no abdominal wound is left as a memento 
of the surgeon’s work may not appeal to the surgeon himself, but 
it certainly means much to the patient. However beautiful the 
wound may appear to the professional eye, to the laity it is al- 
ways an unsightly blemish. The fear of “being cut open,” as 
they express it, has deterred many a woman from an operation 


sorely needed. When assured that there will be no _ external 
wound, half the fear is removed. 

Objection is often made to the vaginal route, that it is a blind 
method of operating. Yes—surely to the surgeon who has not 
eyes in the ends of his fingers; but as the musician fingers the 
strings of his instrument until he can play with his eyes closed, 
so must the skilled pelvic surgeon be able to distinguish by the 
—— the line of cleavage between normal and_ pathological 
tissue. 


WANDERING KIDNEY.* 


BY EMORY LANPHEAR, M. D., PH. D., ST. LOUIS, MO., 


President St. Louis Academy of Medical and Surgical Sciences. Gynecologist to 
St. Joseph’s Sanitarium, 


(Continued from May Issue.) 
TREATMENT. 

Medical Treatment.—Not all cases require surgical treatment; 
many patients refuse it. What can be done? 

Lindner, in his brochure of 1888, after studying the results in 
36 nephrectomies and 29 nephrorrhaphies, declared surgical 
treatment only justifiable in extreme cases, as when life is en- 
dangered; and in 24 instances he succeeded by careful bandaging 
in relieving all the patients of all their symptoms. And Tait, after 
failing to secure fixation in three patients, decided the operation 
to be “German and useless.” But times and methods have 
changed since then, and now medical and mechanical measures 
are employed only when operation cannot be done. 

Niehaus early recorded a case (35) of much interest. He ap- 
plied a double pad, fitted like a truss, with elastic bands around 
the waist, put on while the patient was recumbent, after the kid- 
ney was replaced; and secured absolute relief; tho the woman 
before its use had been in a state of constant suffering and could 
not stand or sit for more than ten minutes. After wearing the 
supporter for several months with perfect health she discarded 
it; the pain returned within a half hour, to such a degree as to 
compel immediate return to the use of the apparatus. 

1. Rest—The first element of successful nonoperative treat- 
ment of bad cases is to put the patient in bed and maintain ab- 
solute quietude for a_period of four weeks. 

If of the neurotic type, the ‘Weir Mitchell treatment” is to 
be advised as an addition to the recumbent posture: Absolute se- 
clusion, the milk diet and sedative agents sufficient to secure 
perfect tranquility of both body and mind. 

2. Abdominal Supports.—When the patient is ready for the 
application of mechanical support, some sort of apparatus must 
be at hand to properly hold up the relaxt abdominal walls and 
maintain the kidney in position. An air-pad beneath an elastic 
bandage as advised by Newman has been found very satisfaetory. 
In other instances, a broad bandage or abdominal supporter, well 
padded in the lower abdominal zone, pushes the intestines up- 
ward and makes them act as a support fairly satisfactory in 
minor degrees of displacement. 

Placing a pad of antiseptic gauze in front of and below the 
kidney and strapping the entire abdomen with surgeons’ plaster 
has been found efficacious with some patients. It is to be prompt- 
ly replaced when loosened. 

Whatever the appliance used (the Downing, Edebohls, New- 
man of other bandage or device), it must not be discontinued in- 
side of one year; and should be continued indefinitely if the 
symptoms then recur. 

If the supporter be broken or become ineffective, the patient 
should be promptly put in bed and kept there until a new or sat- 
isfactory one is ready. 

8. Internal Medication.—Grant, of Melbourne, says (84): 
“The rational treatment consists in endeavoring to restore the 
natural pad of fat and in diminishing the reflex irritability; for 
the latter purpose sulphate of codeine is peculiarly adapted on 
account of its lessening the irritability of the efferent fibers in 
the nerves of the abdominal viscera”—a statement with which my 
experience leads me to concur. I order the codeine with a full 
tonie treatment and best of food, with three quarts of water 
daily and as much sleep as possible. 

4. Suggestive Treatment.—After relief of the dragging, many 
of these patients still complain of vague aches and pains. With 
these I have obtained the most admirable results by suggestive 
treatment, as practist by Parkyn, of Chicago. 

These patients, as well as those subjected to operation, should 
never be permitted to put on corsets. 

Treatment of Paroxysms of Pain.—The pain in these attacks 
is frequently so severe as to demand morphine hypodermatically 
in doses of one-fourth grain. As soon as its effects are apparent 


*Address before Indian Terr. Medical Ass’n. 
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an attempt must be made to grasp the kidney and restore it to 
its normal position, turning it over during the manipulation. If 
this fail, and alarming symptoms of collapse persist, chloroform 
should be administered, and if irreducible then, an emergency 
nephorrhaphy performed. Nearly always, however, under the in- 
fluence of morphine or of chloroform the kidney can be “righted,” 
even if it does not untwist itself. 

The collapse does not differ from that of any other cause; 
and is to be similarly treated. 

SURGICAL TREATMENT. 


I believe with Byron Robinson that too many kidneys are be- 
ing suspended, that operation should be made only for the most 
definite indications, and that it should be done only exceptionally 
when general enteroptosis exists. Surgical treatment is to be ad- 
vised for the following indications: 

1. When the misplaced kidney is not held in place by mechan- 
ical devices, yet is attended with great discomfort or pain. . 

2. When there is serious derangement of the health in spite 
of non-surgical treatment. 

38. When the kidney is the seat of inflammatory or other 
changes rendering delay dangerous. ; 

4. In all cases when the patient is badly worried about its 
existence and is willing to have fixation made. 

The operations are nephrectomy and nephrorrhaphy. 

To an American belongs the credit of designing the operation 
of fixation. In 1879 Greenville Dowell, of Galveston (1), made a 
rude attempt to suture the loose kidney to the posterior wall of 
the abdomen by the introduction of a seton. This was a fail- 
ure, but in 1881 Hahn, of Berlin, so perfected the method as to 
perform nephrorrhaphy by suturing the fatty capsule to the lum- 
bar fascia; soon improving the method by stitching the fibrous 
capsule also. 

Nephrectomy.—This is a very dangerous operation, even late 
statistics giving a mortality of nearly 30 per cent. It should there- 
fore be reserved exclusively for those kidneys the seat of un- 
doubted organic change.* On account of the possibility of remov- 
ing a kidney whose fellow is functionally inactive or totally ab- 
sent, ureteral catheterization should be done with Kelly’s instru- 
ments in the female and the urine gathered with Harris’ segrega- 
tor in the male to determine the source of urine-secretion; but 
to make assurance doubly sure abdominal nephrectomy is rather 
to be preferred (especially for floating kidney), so that the op- 
posite kidney may be felt. If the lumbar route be selected, the 
kidney of the opposite side should be exposed by an exploratory 
incision, and palpated, when the wound is to be immediately 
closed without drainage, and the nephrectomy proceeded with. 

The technic does not differ from that of nephrectomy for any 
other trouble demanding it. 

Nephrorrhaphy.—This is an operation which now has practi- 
eally no mortality, tho early operations gave a death-rate of 3 
per cent, the deaths occurring from wounding the pleura (septic 
pleuritis), septicemia, infective nephritis, and other easily pre- 
ventable complications or’sequelae. Even early in the history of 
the operation fairly good results were obtained, S. W. Gross col- 
lecting details of 17 operations by Esmarch, Braun, Kuester and 
himself with 9 successes. Very few operations now are failures. 

Preparation.—The patient is prepared as for an abdominal sec- 
tion: By three days’ rest in bed; by thoro purgation; by securing 
free action of the kidneys; by a bath every day; by scrubbing 
the field of proposed operation daily with soap and water, alco- 
hol, and sublimate solution, 1 to 2000; and a liquid diet for 
twenty-four hours. 

After each scrubbing an antiseptic pad is applied, extending 
from the scapulae to the sacrum; so that at the time of operation 
all that is necessary to do is to scrub lightly, apply ether, alcohol 
and sublimate solution, and go on with the work. 

I do not believe it is right to admit such a patient to the hos- 
pital on one day and then operate the next morning, as is so often 
done. A most careful physical examination should be given, in- 
cluding the urine, and all of the care taken in preparation which 
would be exercised in the most important celiotomy. 

Instruments.—The instruments required for this work are: 
One knife, six hemostats, one pair of scissors, curved on the flat, 
two broad retractors and six full-curved needles for sewing the 


*White and Martin say: “When the operation of nephrorrha- 
phy has been carefully performed twice and has been unsuccess- 
ful, or when it is impossible to place the kidney in proper posi- 
tion and symptoms are severe and progressive, nephrectomy is a 
justifiable operation.” I cannot agree to this; if suturing the kid- 
ney does not hold it in place, the capsule may be stript from all 
of the posterior surface of the kidney, iodoform gauze packt 
tightly around it to hold it in place for two or three weeks, until 
granulations fill around it to suspend it—as will always be the 
cease. This is harder, but safer, than nephrectomy. 


kidney and four or five others for closing the skin; some opera- 
tors use a needle-holder in addition, but I do not—the more in- 
struments the more danger. 

Assistants.—Three assistants are necessary for this operation: 
One for the anesthetic, one to push the kidney up into the wound 
at the proper moment, and one to hold the retractors and other- 
wise act as “first assistant.” No more should be permitted to 
touch the patient under any pretense. 

Position—The patient is placed upon the sound side, when 
fully anesthetized, and a firm pillow so placed under the flank 
as to separate the ribs from the crest of the ilium as far as pos- 
sible. The operator stands at the back of the patient with his 
two assistants on the opposite side of the table, the instruments 
being placed on a stand where they can be reacht by the surgeon 
without moving from his position at the table. 

The Incision.—The best way to expose the kidney is to make 
an incision thru the skin and the fascia from the posterior end 
of the twelfth rib,* about two inches to the side of the spinous 
process downward and forward some four inches toward the 
erest of the ilium. 


“The incision is made from the posterior end of the 12th rib downward and for- 
ward four inches.” 

When all bleeding has been controlled by pressure-forceps 
(and by catgut ligature if necessary, which is rarely), the anterior 
fibers of the latissimus dorsi and the external and_ internal 
oblique are cut thru by one or two sweeps of the knife, exposing 
the yellowish-white lumbar fascia for a distance of about two 
inches. The knife is then laid aside, bleeding arrested and the 
two index fingers inserted into the wound when, by a series of 
light pulls, the tissues are torn apart, the nerves thus being pusht 
aside instead of cut. By this means also all danger of wounding 
a low pleura (an accident which has proven fatal) is avoided. The 
lumbar fascia will have to be cut for a little way with either knife 
or scissors in order that the fingers may again be introduced and 
used to enlarge the opening to the required extent. The perirenal 
fat is now seen bulging into the wound if the kidney be supported 
in front by the second assistant, save in those rare cases where it 
is impossible to grasp the organ and push it back into place; but 
in any case the assistant pushes the kidney as nearly into the 
field of operation as is possible by a hand placed on the anterior 
abdominal wall. If the patient be very muscular, or very fat— 
a most rare condition—it may be necessary to make a small cut 


*It is absolutely necessary to have the position of the twelfth 
rib well defined in one’s mind, as the pleura often descends to 
that point and sometimes even lower. The last rib is not infre- 
quently rudimentary, and so may escape any but an exceedingly 
careful examination. But it should also be borne in mind that 
the pleura may not descend even to the eleventh rib, and that the 
normal position for the kidney in that case will be correspond- 
ingly high. By making deep dissections with the fingers, how- 
ever, all danger of opening the pleura is practically avoided. 
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across the quadratus lumborum muscle in order to obtain the 
needed room. 

Two large retractors are now introduced into the wound and 
given to the first assistant, who opens the wound as widely as 
the incision will permit. The perirenal fat is next seized with 
forceps and torn, and the fingers inserted as before to tear this 
adipose tissue. By this procedure the proper capsule of the kid- 
ney is exposed to view thruout the extent of the wound, and the 
finger may be swept around its every surface to determine the 
existence of any pathological condition which may have caused 
or perpetuated the displacement, or which is coexistent therewith. 


“As the deep lumbar facia is cut, the white, glistening kidney-fat (fatty capsule) 
bulges nito the opening.’’ 

Up to this point all operators agree as to the steps necessary 
to obtain success. From now on the technic varies according to 
the ideas of the various operators. I shall first give the method 
I have found the most satisfactory; and later refer to other use- 
ful procedures. 

Removing the Appendix.—For years I have made it a rule to 
remove the vermiform appendix whenever possible. In nephrorrha- 
phy this is usually a very easy procedure. The peritoneum is 
opened at the outer end of the cut, two fingers introduced to the 
eaput coli and the appendix thereby located. As Edebohls long 
ago pointed out, the appendix is nearly always the seat of chronic 
inflammation when wandering kidney exists, and simple fixation 
of the kidney will therefore not always relieve all of the distress; 
whereas if appendectomy be performed a cure is secured. The 
normal, or the chronically-inflamed appendix may easily be de- 


“The chronically inflamed appendix may easily be delivered thru this pos- 
terior opening, ligated and removed.” 


livered thru this posterior incision, ligated and removed. Then 
the incision in the peritoneum is closed with a continuous catgut 
suture and attention turned to the kidney. 

Anchoring the Kidney.—The perirenal fat is seized and torn 
away or cut with scissors, as may be necessary. No attention is 
paid to any-particular amount, the object being merely to get a 
good free surface of the kidney to use for fixation, and to ex- 
pose the posterior surface of the peritoneum over a considerable 
extent. 

In many instances it is possible to deliver the kidney thru 
the external wound, surround it with gauze and thus more care- 
fully perform the next step of the operation. 

The fibrous capsule of the kidney is then cut, a crucial in- 
cision being made; and the four corners dissected from the kidney- 
substance so that an area at least two inches square is exposed 
to unite to the cut tissues behind. These flaps must at the very 
least be of sufficient size to permit easy introduction of the fixa- 
tion sutures. 


“The kidney is lifted out upon the back of the patient, surrounded with gauze, 
its fibtous capsule dissected off to form four triangular flaps and cat-gut 
sutures introduced to bring kidney-tissue against muscle.” 


. Four catgut sutures are introduced, one into each flap of the 
fibrous capsule, and carried thru the transversalis fascia and 
aponeurosis overlying the kidney; then the kidney is put nearly 
to its normal position, held by the assistant in front, and the 
sutures tied, not too firmly. These stitches must be placed in the 
fascia at such points as to draw the kidney well up into the up- 
per angle of the wound, behind the ribs: into as nearly as possible 
the original site of the organ. Formerly I employed chromicized 
catgut for these sutures; but a number of them workt their way 
to the surface later on, just as silkworm gut would, so of late I 
have used formaldehyde gut, which can be boiled with the instru- 
ments; and have had no further trouble. 

When the flaps have been satisfactorily anchored, the peri- 
toneum is graspt with the fingers or a hemostat and drawn 
forcibly into the wound below the kidney. It may be opened 
again or not, as one chooses; if very redundant, it is advisable 
to open the sac and cut away such part as will not interfere with 
the visceral attachments; but usually it is needful only to suture 
it with care well up around the kidney, forming a loose but firm 
support for that organ. If this suturing be carefully done, the 
kidney might be loosened by the assistant (if this step were done 
before tying the fixation-sutures), and would not drop away very 
far from the cut—in fact, I think this would be sufficient support 
if there were any reason for not completing the operation as de- 
signed. 

If the kidney be exceedingly heavy, as is sometimes the case, 
it is well to introduce a heavy silkworm gut suture thru skin, 
muscle, fascia, capsule and about one-half inch of kidney-struc- 
ture, bringing it out thru the similar structures of the opposite 
side of the wound to reinforce the deep stitches. But this is sel- 
dom needed. When put in it is tied at the end of operation over 
a small pad of gauze. 

Four or five buried catgut stitches are now introduced to 
bring the muscles together, tied and cut closely. 

The skin is next brought together with silkworm gut sutures 
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about one-third of an inch apart, and a few strands of catgut 
placed in the lower angle of the wound—pusht to the depths with 
a hemostat—for a few day’s drainage. 

It is best to leave the wound ten days before disturbing the 
dressings to remove the stitches. 


“After the kidney is sutured into place the loose parietal peritoneum is pulled 
strongly up into the wound and stitcht to help support the kidney.” 


Morris, who has done much in this line of work, now prefers 
to attach the kidney itself to the transversalis fascia and 
aponeurosis by three sutures dipping deeply into the surface of 
the organ, running about one inch in its substance, as shown in 
the cut. Of his results he says (86): “The results obtained have 
in most of the cases been perfectly satisfactory, and I see, from 
time to time, patients upon whom I operated nine or ten years 
ago with their kidneys as firmly fixt as can be desired, and who 
have been quite free from their former symptoms ever since the 
operation. Moreover, I have had the opportunity of witnessing 
in the living bodies of some three or four of my patients the 
sound and complete holdfast which this method affords. It has 
a few times happened to me from six to twelve months, or longer, 
after tixing the healthy kidney, to have to do a second operation 
for quite different reasons upon the same organ; and I have then 
seen my sutures imbedded in a mass of tough fibrous tissue, and 
have had to pull or cut them out from the renal parenchyma be- 
fore I could detach the kidney. There they had for months harm- 
lessly remained without showing the least tendency to become 
the nuclei of calculi as some surgeons anticipated would be the 
case.” 

Morris has been followed by most surgeons (with slight varia- 
tions as to suture material, etc.) until very recently. His descrip- 


“Sometimes a silk worm gut suture is past thru the kidney and held with for- 
ceps until the rest of the wound is closed and then tied over a roll of gauze.” 


tion of the methods is thus quoted by Treves (87): “In the first 
three operations I contented myself with drawing the adipose cap- 
sule well up into the wound, and cutting some of it away so as 
to diminish the size of the space in which the kidney had wan- 
dered, then stitching the shortened capsule to the cut edges of 
muscle and skin by three or four sutures, leaving a considerable 
part of the loin wound to heal by granulation, with a view to there- 
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“Morris passes deep sutures thru the kidney-substance and ties them on the 
aponeurosis.” 


by secure a firmer hold on the kidney by the new-formed tissue 
of the wound. Finding this was not a sufficient hold-fast, in my 
subsequent operations I inserted sutures into the kidney substance 
in the following way: Three kangaroo-tendons are past thru the . 
posterior surface of the kidney, one nearer the upper, the other 
nearer the lower end, and the third midway between the other 
two, but nearer the ilium. Each suture is buried for a length of 
three-quarters of an inch within the renal substance, and pene- 
trates about half an inch into the thickness of the organ. The 
upper suture passes thru the upper edge of the shortened adipose 
capsule, the transversalis fascia and the muscles, and is tied to 
them; the lower suture is similarly past thru and tied to the lower 
edges of the cut structures; and the intermediate suture is past 
thru both edges of the divided fatty-capsule, fascia and muscles, 
and laces all up together. The ligatures are then cut short and 
buried in the wound; one or two catgut sutures bring the rest of 
the cut edges of the muscles together, and the skin is closed with 
silk sutures, one or two of which are made to fix the adipose cap- 
sule well up between the edges of the skin. The wound is cov- 
ered with iodoform gauze and a large elastic pad of cotton-wool is 
fastened over the front of the kidney, so as to steady and support 
it in its new position. The wound heals without suppuration, ex- 
cept that a track is sometimes left for a few weeks along the 
course of the drain-tube.” 

Treves advises the use of silkworm gut for the buried sutures. 
While it is the ideal suture material for the skin, it should never 
be employed as a buried stitch because it can never be absorbed, 
it is the hardest of all suture-material to encyst, and it often works 
its way to the surface months or years after it has been buried, 
however deeply or aseptically. 

The great trouble with all operations, until quite recently, has 
been that strong adhesions never form between the fibrous cap- 
sule and the surrounding surfaces. To overcome this difficulty 
numerous plans have been suggested. 

Thornton advised that the areolar tissue of the vicinity be well 
stirred up and several drainage tubes be inserted so as to obtain 
the maximum of aseptic irritation. 

Newman suggested splitting the fibrous capsule and separat- 
ing it widely from the kidney, leaving the wound open under an 
antiseptic dressing to allow the granulations of the parietes to 
become firmly attacht to the posterior surface of the kidney, the 
amount of granulation tissue being increast by the maintenance of 
drainage in the lower part of the wound for several days, by 
either drainage-tube or gauze. 

Vulliet’s method has a number of enthusiastic advocates. It 
is thus described: “After having exposed the kidney, and freed it 
from its fatty capsule, it is allowed to drop back into its faulty 
position, and the wound is temporarily packt with gauze. The 
patient is then turned back up and an incision made four-fifths 
of an inch from the dorsal spines and parallel to their course, three 
inches in length, the middle of this cut corresponding to the spine 
of the first lumbar vertebra. This incision is carried thru the 
skin to the dorsal aponeurosis, which is divided upon a grooved 
director. On separating the edges of the wound, the whole series 
of tendons making up the attachments of the long dorsal mus- 
cle is exposed. The one attacht to the spinous process of the first 
lumbar vertebra is selected. It is lifted up with a grooved direc- 
tor, the index finger is past beneath it, and it is torn off from 
above, bringing down with it a portion of its muscular inser- 
tion. A tendinous band is thus freed, about nine inches long, and 
terminating in a bulb of muscular tissue, which bulb is trimmed 
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off. The wound made for exposure of the kidney is then opened 
and one hand past into the normal position of the kidney, and by 
bi-manual palpation the space lying between the transverse pro- 
cesses of the twelfth dorsal and first lumbar vertebrae and the 
wound is outlined. The muscular layer filling this space is 
pierced by a trocar, and the tendon past thru. The kidney is 
then brought sufficiently into the wound to enable it to be tun- 
neled just beneath the capsule from its lower to its upper pos- 
terior surface near its external border. The tendon is drawn thru 
this tunnel; its end carried back again thru the lumbar muscle 
and secured in place. Both wounds are then closed and sealed.” 
The danger of infection from within the kidney and of ultimate 
sclerosis of the organ has seemed too great for me to try the 
method, especially since there are better and simpler ones. 

Senn has advocated cutting down upon the kidney, pushing it 
into its proper position, putting a fillet of gauze around the lower 
end of the organ, and then packing gauze into the wound in such 
way that the kidney will become fixt by the granulation-tissue 
surrounding it. The long continuance in bed and the danger of 
infection from the maintenance of an open wound for so many 
days condemn it—especially as there are other effective ways at- 
tended with less danger and discomfort. 

A very attractive procedure is that of Riedel. He believes 

that the kidney should not be fixt to the parietes in such way as 
to be absolutely immobile instead of retaining its one-inch nor- 
mal movement with each act of respiration. He therefore su- 
tures the median convex border of the kidney to the upper, an- 
terior surface of the quadratus lumborum, and packs iodoform 
gauze between its upper portion and the diaphragm, allowing it 
to remain four weeks—by which, it is claimed, firm adhesions 
are produced between the kidney and diaphragm and slight ones 
to the muscle. 

Ferguson and others have devised modifications of the Hahn 
operation—some of them very ingenious; but after careful trial 
of many of them I have come to the conclusion that the method 
I have just described and illustrated is the one best calculated 
to give nearest to ideal results. I certainly can heartily recom- 
mend its adoption by those who have had failures from other 
plans of operation. 

(To be Concluded.) 


ABDOMINAL VERSUS VAGINAL HYSTERECTOMY .* 


BY HENRY O. WALKER, M. D., DETROIT, MICH., 


Professor of Surgery in the Detroit College of Medicine. 


The question of the best approach, surgically, to the uterus 
and adnexa has evidently not been settled, judging from the 
amount of discussion of late upon this important subject. 

Whatever 1 may offer will not likely be accepted by those 
who may be advocates of either one or the other methods. It is 
simply a question whether you can do best by seeing or by feel- 
ing and groping largely in the dark. In other words, it is a 
choice of working in a light or in a dark passage. I take it that 
no operator would be so fixt in his views as to select one of these 
methods to the total exclusion of the other. 

Removal of the uterus is done for the most part for carci- 
noma, and it is along this line that I will present the subject. 

Cancer of the uterus is not an infrequent cause of death in 
women. Its early recognition and removal has been so generally 
recommended that nothing further can be said upon this point 
other than to dogmatically emphasize the fact. The question, 
however, of its recurrence is one of important consideration, and 
is immediately connected with the method of its removal. 

The manner of recurrence of cervical carcinoma is either by: 
(1) Continuity, that is, by extension into the broad ligaments, 
into the vagina downwards, and into other contiguous parts, as 
the bladder and rectum, and occasionally to the body of the 
uterus—the adenoid variety attacking the body primarily; (2) 
metastasis thru the lymph channels; and (3) by distant direct 
implantations. Authorities are not agreed as to which of these 
forms of recurrence is most frequent, yet this is not a point of 
importance, for it will be an impossibility to determine before- 
hand whether the recurrence is to take place by continuity or 
metastasis. We are to be governed in either instance by the 
method of operation that will offer the best advantages in avoid- 
ing a recurrence; and in order to illustrate better what I wish 
to offer, I will describe two pictures, cases that I have operated 
upon, one of abdominal hysterectomy and the other a vaginal 
hysterectomy. 

Picture I.—Abdominal Hysterectomy.—Mrs. M., aged 57, gave 
a history of pelvic trouble dating back to her last confinement, 
when she probably had a left salpingitis. Menopause occurred 
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at the age of 48. For two years previous to the time of opera- 
tion she had a vaginal discharge, bloody and watery, with an 
offensive odor of late, general condition fair, no cachexia. Vagi- 
nal examination revealed a ragged, ulcerating os uteri, together 
with an indurated and slightly fixt condition of the uterus to 
the left. Rectal and bimanual manipulation did not reveal 
whether the fixt point was extension of the disease (which the 
microscopist stated was carcinoma) or an old inflammatory exu- 
date. Here was an undoubted case of carcinoma of the uterus 
not so far advanced but that surgical interference was indicated. 
In my opinion, the abdominal route was the method that offered 
the best chance for effective work, and assured the best inter- 
ests of my patient. A long median incision was made and the 
patient placed in the Trendelenberg position. The omentum was 
found to be extensively adherent to the left. It was carefully 
separated from its attachment, ligated and portions removed. As 
I progrest I found induration extending along the left broad liga- 
ment, which was tied and cut away. The extension of the dis- 
ease was downward and in the mass was imbedded the left 
ureter. This part of the operation, I scarcely need state, required 
patient industry. I succeeded, however, in leaving the ureter in- 
tact and removing all tissue, glandular and otherwise, well be- 
yond its environments. The uterus was removed in the usual 
manner, the vaginal opening in the peritoneum closed by two 
rows of interrupted catgut sutures. I forgot to state that the 
broken-down cervix was previously cut away as much as pos- 
sible, and the uterine cavity curetted to avoid septic infection. 
The abdominal wound was closed with interrupted silkworm gut 
sutures without drainage. She made a proper recovery, and it 
is now two years ago the 20th of May last since the operation was 
done, and there is yet no evidence of recurrence. 

Picture II.—Vaginal Hysterectomy.—Mrs. C., aged 87, mother 
of five children, labors easy, with a history of continued uterine 
hemorrhage, not severe for the last three months, latterly with 
a bad odor. Examination revealed involvement of the cervix, 
afterwards verified by the microscopist as carcinoma. Bimanual 
and rectal manipulation did not discover any involvement of the 
surrounding tissues except an enlarged tube and probably cystic 
ovary. The vagina was capacious, the uterus low down and 
freely movable—as promising an opportunity for a vaginal hys- 
terectomy as one could wish for. Operation was performed Sep- 
tember 9, 1900, after two days’ preparation in the hospital, short 
time enough in any abdominal operation when possible. There 
was no breaking down of the growth, and as the uterus had been 
curetted a week previous, I saw no use in first cutting away the 
growth in the cervix. A curettement with blunt instrument was 
done, with irrigation, and a carbolic acid tampon inserted into 
the uterine cavity. Chloroform was used as an anesthetic, the 
patient having been put in the extreme lithotomy position with a 
“Clover’s crutch.” The cervix was seized with a strong Museux 
forceps and a thoro division made of the vaginal membrane 
around the cervix well up above the seat of disease. Blunt dis- 
section made anteriorly separated the bladder from the uterus and 
an opening was made into the peritoneum, which was forcibly 
stretcht with the index fingers so as to admit a good-sized gauze 
pad. The same procedure was then done posteriorly, first tying 
the right broad ligament in sections well out from the uterus 
with a No. 8 catgut ligature, then cutting it from its uterine at- 
tachment, and removing the right tube and ovary, which was ac- 
complisht with ease. The next step was the pulling down of 
the uterus and the application of a ligature on the left side. This 
was not so easy, as I found an enlarged tube and cystic ovary 
with extensive omental and peritoneal adhesions. The former 
was tied and cut, while the latter was separated with tedious 
effort, during which time the cyst was ruptured, bathing the 
part with its contents, evidently septic. I ligated with difficulty 
the broad ligament in sections above the tube and ovary. The 
vaginal vault and peritoneum were approximated as much as 
possible, leaving an opening for drainage for the possible infec- 
tion by the broken cyst and the considerable oozing that  oc- 
curred, a wise provision, as it afterwards proved. The cavity was 
thoroly irrigated and a gauze drain introduced, the vagina being 
packt with strips of gauze. I will state that the gauze drain was 
covered with gutta-percha tissue, a drainage that has served me 
best for several years in abdominal work where drainage was a 
necessity. The patient did well for seven days, when she had a 
sudden chill and a rise of temperature to 103.5. This occurred 
the following day, when I broke with my finger thru the drain- 
age opening an abscess containing two or three ounces of pus. 
Continuing irrigation and drainage, she made a good recovery, 
and returned to her home on September 30, 1900. It will be ob- 
served that I did not apply the clamp forceps in this instance, 
which would undoubtedly have expedited the procedure’ very 
much. 
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A seven-minute vaginal hysterectomy with clamp forceps is a 
brilliant feat! But did any of you ever listen to the groanings of 
a poor victim with these implements of torture dangling between 
her legs, while at every inspiration and any movement of the 
body she cried with pain? Furthermore, did you ever sniff the 
foul stench in connection with this method of controlling hem- 
orrhage? Did you ever see a poor woman with a leakage of 
urine from her vagina, the result of the use of these same for- 
ceps? Did you ever hear the telephone ring in the middle of 
the night informing you that your patient was bleeding to death, 
when in the afternoon of that same day you had removed these 
forceps? Would any of you think that it was scientific surgery 
to leave several forceps in an abdominal operation to control 
hemorrhage except in an extreme case? I wish at this time to 
enter my solemn protest against this barbaric act of using clamp 
forceps in doing a vaginal hysterectomy. 

These pictures present, I assume, the true aspects of the sub- 
ject. The first picture portrays what I could never have done 
by the vaginal method. The second portrays what I could have 


done better, safter and surer by the abdominal method. I would. 


not have you understand but that under certain conditions the 
vaginal route in pelvie surgery offers at times equal or better ad- 
vantages than the abdominal route. 


CONCLUSIONS. 


All things being equal, the abdominal route offers advantages 
for a more complete hysterectomy than the vaginal route. First, 
you are better able to see what you are doing; second, you are 
much better able to control hemorrhage than by the vaginal 
route, where you are working in a dark cavity; there is less lia- 
bility of slipping of the ligatures, and if they do slip, they are 
got at more easily than by the vaginal section; third, the danger 
to the ureters is minimized, and if injured, the opportunity for 
repair is better, while if injured by the vaginal route you would 
have to do an abdominal section to make the repair; fourth, the 
prevention of sepsis is more certain by abdominal than by vaginal 

- section, aided in the first instances by the Trendelenberg position, 
which gives opportunity for full protection of the intestines and 
peritoneum, while in the latter the opportunity for protection is 
limited, as it is an utter impossibility to render perfect sepsis in 
the vagina where there has been a long-standing infectious dis- 
ease, such as cancer. 


THE USE AND ABUSE OF ANESTHETICS.* 


BY ALFRED ROULET, M. D., ST. LOUIS, MO., 


Assistant Surgeon to St. Mary’s Infirmary; Lecturer on Physiology and Demon- 
strator of Clinical Microscopy Beaumont Hospital Medical College; Fel- 
low St. Louis Academy of Medical and Surgical Sciences; Member 
Missouri. Medical Association. 


In no line of surgical work are correct methods of greater im- 
portance than in the administration of anesthetics. The position 
of anesthetist is always one of considerable responsibility. He it 
is who carries the patient to the borderland between life and 
death and holds him there while the surgeon does his work. He 
must not only understand the nature and the normal action of 
the anesthetic, but he must be able to recognize instantly the first 
signs of danger and be ready to meet any emergency promptly and 
effectively. Coolness and presence of mind are absolutely essen- 
tial to a good anesthetist, while rashness or timidity are as dan- 
gerous as carelessness or bad judgment. Any of these faults may 
cause the operator the greatest worry and annoyance. The opera- 
tion may be constantly interrupted from imperfect anesthesia or 
the patient may be exposed to the most imminent danger from 
too profound a narcosis. = 

To the anesthetist should fall the responsibility of the selec- 
tion of the anesthetic and the immediate preparation of the pa- 
tient. Of the various anesthetics employed, chloroform and ether 
are the most generally useful; nitrous oxide is safer, but is im- 
practicable for prolonged operations. Of the innumerable mix- 
tures devised for one purpose or another, none have been proven, 
clinically, to have the slightest advantage over chloroform or 
ether, either in safety or ease of administration, and in cases of 
emergency are much more difficult to obtain. 

In selecting an anesthetic the general rule is that ether shall 
be given when the heart is diseased, and chloroform when the 
lungs or kidneys are affected. My practice is to use chloroform in 
all cases where it is not positively contraindicated, and I believe 
it to be positively contraindicated only when the patient has a 
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weak, laboring or dilated heart. It may be used with compara- 
tive safety in cases where valvular disease exists if good com- 
pensation has been establisht. When it can be avoided, chloro- 
form should not be used in operations by gas-light, as the 
chloroform vapor is decomposed by the flame and very irritating 
gases set free. 


PRECAUTIONARY MEASURES. 


Before administering an anesthetic certain precautionary 
measures should be observed. In every case the condition of the 
heart and lungs should be carefully investigated. The patient 
should fast not less than six hours before taking the anesthetic, 
as the presence of food in the stomach increases the tendency to 
nausea and vomiting. When vomiting occurs during narcosis, 
there is always danger that food particles may be drawn into 
the air-passages and the so-called “aspiration pneumonia” result. 
In operations involving the abdominal or pelvic cavities, it is al- 
ways advisable to thoroly empty the bowels with either salines 
or enemata the day before the operation. f ry weak or anemic 
patients I ordinarily give a hypodermic injection of strychnine, 
the dose varying from 1-60 to 1-30 of a grain; while in very 
nervous or hysterical patients the hypodermatic administration 
of 1-8 grain of morphine and 1-200 grain of atropine from fifteen 
to thirty minutes before the administration of the chloroform will 
often prove of great value. 

The clothing should be as light and loose as possible, as 
about the neck, throat and abdomen there must be no constric- 
tion that could interfere with respiration. It is even desirable 
to have a portion of the thorax uncovered so that the respiratory 
movements may be more easily observed. All false teeth, plates, 
chewing gum, tobacco or other foreign substances should be re- 
moved from the mouth; while the eyes should be covered with a 
damp towel. Many anesthetists annoint the lower portion of the 
patient’s face with vaseline, but I have never found such a pro- 
cedure necessary. 

For general use chloroform possesses great advantage over 
ether: A smaller quantity is required, and the patient passes more 
rapidly and quietly under its influence; with chloroform the nau- 
sea is seldom as severe as with ether; the vapor not being so 
irritating to the respiratory passages, the excessive secretion of 
mucus, so annoying in ether narcosis, is rarely present; with 
chloroform the anesthesia is usually quiet and even, and is pe- 
culiarly adapted to abdominal and pelvie work. 

Only such chloroform as is known to be absolutely pure should 
be used. Impure chloroform may be dangerous on account of 
various methyl compounds formed during its manufacture, and 
to various decomposition products, resulting from exposure to 
light, air or moisture. Pure chloroform poured on clean white 
filter paper and allowed to evaporate should leave no odor. 

Immediately before the administration of the chloroform its 
nature and action should be explained to the patient. He should 
be told that the chloroform may choke him a little at first, that 
he may have sensations of falling, or hear strange sounds, but 
that this will last only a few moments, then he will become 
drowsy and soon fall asleep. 

The room should be as quiet as possible; the rattling of in- 
struments and trays. and the talking incident to the preparation 
for the operation will often greatly excite a nervous patient and 
materially retard the progress of the anesthesia. In hospital 
practice I have found it much better to anesthetize women in 
their own rooms rather than taking them to the operating room. 
Talking to them and quieting their fears as they are taking the 
anesthetic will often prevent any struggling or excitement. At 
the beginning of an anesthesia many patients are especially sus- 
ceptible to the power of suggestion and may be controlled there- 
by to a great extent. 


METHOD OF ADMINISTRATION. 


Chloroform is best administered with an Esmarch mask and 
by the drop method. By the Esmarch mask I mean a wire frame 
covered with a single layer of flannel or stockinet. Some writers 
recommend placing a wad of absorbent cotton between the frame 
and the cover, but I believe that to be a most reprehensible prac- 
tice, and on a par with the methods of some alleged anesthetists, 
who administer chloroform with an Allis inhaler, a towel cone, 
or a bath sponge stuft into a goblet. The men who use these 
methods are the same ones who gravely tell their patient, “You 
ean’t take chloroform, it will kill you sure!” and it probably 
would under these particular anesthetists! To return to the 
proper method: a few drops of chloroform are poured on the 
mask, which should be held a short distance from the face until 
the patient becomes accustomed to the vapor; then it should be 
brought closer and the chloroform dropt on slowly and _ con- 
tinuously. By this method anesthesia is produced with the least 
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possible amount of chloroform and a minimum degree of danger 
to the patient. It requires more chloroform to produce anes- 
thesia when the patient is near an open window or in the Tren- 
delenburg position. An alcoholic always takes chloroform badly 
and requires an immense amount to produce narcosis. In one 
case, I gave five ounces of chloroform before the patient showed 
the first signs of relaxation, and three ounces more before the 
operation, which lasted twenty-five minutes, was completed. On 
the other hand, I have kept a girl anesthetized for thirty minutes, 
for an oophorectomy, with three drams of chloroform. 

Choking, coughing or swallowing during the early stages of 
anesthesia mean that the patient is receiving too much chloro- 
form and that the mask should be momentarily withdrawn and 
more air admitted. Under no circumstances should chloroform 
anesthesia be hurried, neither should the patient be exhorted to 
“breathe deep!” This exhortation is a confession, on the part of 
the one using it, of ignorance or of lack of experience in the use 
of anesthetics. Another procedure to be condemned is the prac- 
tice of some anesthetists of constantly sticking their fingers in 
the patient’s eyes during the entire period of narcosis. It not only 
is a dangerous habit, but it is absolutely unjustifiable on any 
ground. No information is derived that cannot be derived from 
other sources, in fact, the majority of those addicted to this habit 
have not a very clear idea of the character of information they 
expect to gain. If it is necessary to test the ocular reflexes, the 
slightest touch to the ciliae will be sufficient. 

While in some cases the patient goes to sleep quietly under 
the influence of the anesthetic, there is ordinarily a well-markt 
stage of excitement, during which he struggles, throws his arms 
and legs about, shouts, sings, prays, swears, laughs or cries. 
Gradually the struggles become less violent, the loud cry be- 
comes a confused, incoherent mumbling; the respiration becomes 
slow and regular, the pupils become contracted and irresponsive 
to light, the conjunctival reflex is abolisht, the muscles relax 
and the patient is ready for the surgeon. 

If during narcosis the patient vomits, the anesthetic should 
be stopt, his face and shoulders turned to one side and the jaw 
drawn forward. When the patient becomes quiet, the anesthetic 
may be resumed. 

Respiratory disturbances are common, but, as a rule, not 
dangerous. Mucus may accumulate in the air passages, causing 
a temporary stoppage of respiration, or the tongue may fall back 
against the posterior pharyngeal wall, closing the larynx by 
pushing down the epiglottis; when this happens, the difficulty, or- 
dinarily, may be corrected by drawing forward the lower jaw, at 
the same time extending the head; the use of much force is rarely 
necessary or justifiable. In rare instances it is necessary to open 
the jaws and draw the tongue forward with forceps, but only 
an instrument that will not lacerate the tongue should be used 
for this purpose, as the patient has enough pain after any opera- 
tion without the added discomfort of a torn or lacerated tongue. 

Cardiac disturbances are always exceedingly dangerous. While 
the force and frequency of the pulse is normally diminisht dur- 
ing complete narcosis, any disturbance of the cardiac rhythm is 
a sign of threatened collapse. In chloroform syncope the face 
becomes waxy white, the pupils widely dilated and irresponsive 
to light, the pulse imperceptible, and the heart sounds almost in- 
audible; respiration stops, the arterial blood becomes dark and 
hemorrhage suddenly ceases. At the first sign of collapse the 
chloroform should be discontinued, the head lowered and the 
body raised; this procedure not only allows the blood to gravi- 
tate to the heart and head, but it also rapidly empties the lungs 
of chloroform vapor. If the patient does not immediately revive, 
artificial respiration must be employed, as it is possible by this 
method to keep up a very feeble circulation even after the heart 
has stopt beating, the respiratory movements apparently aspirat- 
ing the blood into the right auricle. 

In ether narcosis only the best quality of sulphuric ether 
should be employed. It is best administered with a cone made 
of stiff paper and covered with a towel; in the apex of the cone 
is placed a piece of gauze or cotton, and upon this the ether is 
poured, one or two drams at a time. The administration should 
begin gradually, the cone being held a short distance from the 
face until the patient becomes accustomed to the vapor; then, as 
a tolerance is establisht, the cone should be prest close to the face, 
the air shut out as much as possible, and the concentrated vapor 

administered. 

As the patient passes under the influence of the anesthetic 
the face and neck become deeply congested and the strength and 
frequency of the heart-beat is increast. In the early stages of 
the narcosis there is a transitory period of insensibility and re- 
laxation lasting from one to three minutes. This is immediately 


followed by a stage of active delirium, which may last from ten 
to twenty minutes, then gradually passes into a stage of a 
narcosis, 


Owing to the irritating effect of ether on the respiratory mu- 
cous membrane, there is commonly present an excessive secretion 
of mucus which, accumulating in the air passages, may cause 
considerable trouble and annoyance by its mechanical interfer- 
ence with respiration; cardiac disturbances are quite rare; nau- 
sea and vomiting are usually present and best combatted by in- 
creasing the amount of the anesthetic. 


COMPARATIVE DANGER. 


With regard to the comparative dangers of chloroform and 
ether, there are great differences of opinion; the mortality rates 
as given in the current literature on the subject varying from one 
death in twenty-six to one death in three thousand chloroform 
anesthesias, and from one death in eight hundred to one death in 
twelve thousand ether anesthesias. The commonly accepted sta- 
tistics are one in fifteen hundred for chloroform and one in five 
thousand for ether. I believe the danger from chloroform to be 
greatly exaggerated, and that from ether correspondingly min- 
imized, and that the greater safety of ether is much more ap- 
parent than real; the cause of the current misapprehension being 
found in the different effects of the two anesthetics. When a pa- 
tient dies from chloroform, the cause of the death is only too 
plain. Ether may kill suddenly from respiratory paralysis, but 
ordinarily death does not occur immediately, but at a greater or 
less period of time after the effects of the anesthetic have ap- 
parently worn off, when the fatal result is attributed to other 
causes—as shock, pneumonia and nephritis. 


SPINAL ANESTHESIA. 


With regard to the production of anesthesia by the _ sub- 
arachnoid injection of cocaine, my personal observation has been 
rather limited, but I am convinced that the method is infinitely 
more dangerous and much less satisfactory than the administra- 
tion of chloroform, notwithstanding the claims of some of the 
advocates of this procedure that perfect anesthesia is obtained, 
and that the injection is made easily, painlessly and with per- 
fect safety to the patient. While the principal dangers attending 
its use are from cocaine poisoning and sepsis, the simple lumbar 
puncture is not entirely devoid of danger, Gumprecht reporting 
seventeen cases where death followed exploratory puncture, and 
death could be attributed only to this apparently trifling pro- 
cedure. 

Cocaine itself is a notoriously treacherous drug, there being 
but few physicians who have not seen cases of dangerous col- 
lapse attending its use, even in the smallest quantities. Injected 
into the subarachnoid space, it is not unreasonable to expect se- 
vere toxic manifestations. 

Sepsis may be due to the use of a dirty needle or syringe, 
failure to properly cleanse the skin at the site of puncture, or 
to an imperfectly sterilized cocaine solution. 

To these sources of danger may be added the possibility of 
hemorrhage into the spinal canal from a divided blood vessel. 
While under ordinary circumstances the danger of lacerating the 
medullary tissues is very slight, the fibers of the cauda equina 
and filum terminale being pusht aside rather than penetrated by 
the short-beveled needle used for this purpose, it is possible to 
do considerable damage to these structures. A sudden movement 
on the part of the patient may easily break the needle. One of 
the greatest sources of danger in this method lies in its apparent 
simplicity. 

I am able to present more or less complete records of 942 
cases, as follows: 


Part! 
REPORTED BY | | REATARKS, 
ag 3 2 0 injection in 
t. Louis City Hospita = 
Anderson, C. H........... 6 6, 0 0 rous collapse en 
*Bernays, A. C ............ 6 5 0 1 
1 0 0 1 
Bumm and Kreis ........ 6 6 0 0 *1 case dange- 
Cartledge, A. M 8 8 0 0 rous collapse 5 of 
1 1 0 0 slight cocaine 
6 6 0 0 
3 1 1 I 1 death 
Fowler, G. R 81 73 7 i 
: 2 2 0 0 { *2d injection ne- 
5 5 0 0 cessary in 1 case. 
25 | 2 4 injection in 
Grandin, § 0 0 6 cases. 


4 
| 
A 
| 
| 
| 
| 
| 
3 ~ 
} 
| 
| 
| 
/ 
| 
| 
| 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


177 


Hamer, W. W.............. 0 *2d injection in 
"Hawle 13 1 case. Dange- 
(St. Louis Female Hosp.) rous s toms 
*Hopkins, G. G...... in 2, 
Hersey, C. P *Dangerous col. 
*Kamerer, F...... *Several cases of 
Keen, W. { 
Lanphear, Emory....... *Re peated 


*Laplace, Ernest.......... 
Lee, Edward Wallace 
McMonagle, B.............. 
Matas, Rudolph 


jection unsuc- 
cessful case but 
no anesthesia. 

*Dangerous col. 


— 


eS Sno 


Murpby, J. *Frequent diffi- 
*McDonald, W. G..... culty in entering 

*Powell, Seneca 2 *2 cases of dan- 
Rodman, W. L............| 2 { gerous collapse. 
*Racoviceanu-Pitisci..| 125 | 1 80 cases of co- 
Schmidt, L. E............... 1 poisoning. 
*Tuffier, ...........- 252 0 *5deaths are cre- 
Whitacre, H. J............| 4 4 dited to Tuffier. 


Of 612 cases in which full particulars are available, complete 
anesthesia was obtained in 542 cases, partial or insufficient anes- 
thesia in 33, while in 35 the anesthesia was a complete failure. 
In 18 cases there was dangerous collapse and markt, tho not 
dangerous, symptoms of cocaine poisoning developt in 85 cases. 
Second injections have been given in a number of instances. A 
number of deaths are on record; F. Dumont reports one, Bacovi- 
ceanu-Pitisci reports two occurring in Bucharest, and five are 
credited to Tuffier. Difliculties in entering the canal have been 
reported by numerous operators. 


Operations under spinal cocainization are attended with pe- 
culiar difficulties. The patient is conscious, and by untimely in- 
terference, nervousness or fright may embarrass the operator at 
‘every step. The reduction of fractures or dislocations, and all 
abdominal and pelvic operations are rendered exceedingly diffi- 
cult, if not impossible, from complete absence of muscular re- 
laxation. At no period during the anesthesia is sensation entire- 
ly lost in the peritoneum, the spermatic cord, the ovaries or the 
testes. In an abdominal section, should sensation return before 
the operation is completed, it will be impossible to give a second 
injection. Among obstetricians there is considerable discussion 
as to the value of this procedure in their special line of work, 
Marx, of New York, and Hawiey, of St. Louis, believing that it 
is very valuable, but the general opinion is decidedly against its 
use. 

Among the so-called minor inconveniences already reported as 
attending the use of this method may be mentioned severe and 
long-continued headache, excessive nausea and vomiting, chills, 
fever, extreme weakness, cold sweats and presentiments of ap- 
proaching death, while serious respiratory and circulatory dis- 
turbances are not at all uncommon. Involuntary defecation oc- 
curs in from 35 per cent to 60 per cent of all cases. 

In conclusion, I must confess that I am entirely unable to 
appreciate any advantages that spinal cocainization may possess 
over the present methods of general anesthesia, and from my 
own experience and a rather extensive review of the literature 
on the subject I am convinced that this method of producing an- 
esthesia should have no place in the practice of the general pro- 
fession. 


CONSERVATIVE OPERATIONS UPON THE UTERINE AD- 
NEXA.* 


BY H. T. BYFORD, A. M., M. D., CHICAGO, ILL., 
Professor of Gynecology in Chicago Post-Graduate Medical School. 


There are three classes of operations for the cure of diseased 
adnexa: 

1. Separation of adhesions and replacement of organs with- 
out removal of organs. 

2. Removal of diseased portions of ovaries and opening up of 
closed tubes, thus getting rid of diseased tissue without abolish- 
ing the menstrual functions; and sometimes restoring that func- 
tion. 


*Author’s abstract of paper read before the Illinois State Medical Society, 
May 22, 1901. 


3. Complete castration and production of the artificial meno- 
pause. 

In my paper I wish to treat of the second class only; and espe- 
cially desire to cite experience showing that in a large propor- 
tion of cases this method can be adopted, and that the immediate 
as well as the remote results are all that can be desired. 

The following representative cases are of import: 

I was called to see Miss H—— in April of 1898, and found 
her in bed. She had been broken down in health for a year or 
more and had taken local treatment and rest cure without ben- 
efit. Her local symptoms were dysmenorrhea and pelvic pains. 
A consulting gynecologist of wide experience had recommended 
removal of the ovaries and uterus as the only means of getting 
her out of her deplorable condition. I found double oophoritis, 
a small cervix and moderate uterine hyperplasia. I dilated the 
cervix, curetted the uterus, made a peritoneal incision thru the 
posterior vaginal fornix and removed about two-thirds of each 
ovary, leaving only what seemed to be perfectly healthy tissue. 
The patient recovered promptly, got married in a year and has 
been well and hearty since. 

In another case, Mrs. J. S. S—,, I made, on February 15 of 
this year, an abdominal section and found both tubes occluded. 
The right tube contained cheesy matter, and its walls were thick- 
ened and hardened from interstitial inflammation. The left tube 
contained a little turbid mucus. The left ovary contained a 
hematoma the size of a walnut. The appendages of both sides 
were extensively adherent. 

I separated the adhesions, removed a large part of the right 
ovary, opened the fimbriated extremities of both tubes by incis- 
ions, and sutured the mucous to the peritoneal coats in order to 
insure permanent patency. The contents of the tubes were prest 
out and the cavities syringed out with sterile water. The peri- 
toneal cavity was closed without drainage. The patient walkt 
about the room at the end of three weeks. Her immediate re- 
covery was about as rapid and complete as in those cases in 
which the ovaries and tubes are removed in toto, and she con- 
tinues well, and complains of no symptoms whatever. 

Such cases as these show that much may be done in the way 
of the truly conservative surgery mentioned in my second classi- 
fication of what may be done with diseased tubes and ovaries. 
It is indeed the ideal method when— 

(a) The woman is desirous of becoming pregnant. 

(b) There is any particular reason for deferring the meno- 

ause. 
7 (ec) The nature of the pathological condition is such as not to 
jeopardize the future of the patient. In true pus-infections it is 
rarely applicable. ; 


PROTECTION OF AN INFLAMED MEDIAN NERVE BY GOLD 
FOIL AFTER FIVE FRUITLESS OPERATIONS.* 


BY D, S, FAIRCHILD, M. D., CLINTON, IA. 


Division Surgeon, C. & N, W. R, R.; Special Examining Surgeon, C., M. & St. P. 
R. R.; Local Surgeon, B., C. R.& N. R.R. 


Two years ago I read a paper before the Academy on “In- 
juries to Peripheral Nerves,” in which a case was related illus- 
trating the effects of a comparatively slight injury to the nerves 
of the thumb, resulting in very distressing symptoms covering 
a period of more than two years. The extremely painful symp- 
toms were due to a pressure lesion including the branches of the 
median nerve supplying the thumb. The amount and density of 
the connective tissue attending the healing of the wound was 
remarkable. The healing of the original injury was scarcely 
accomplisht before painful twitching of the thumb occurred. It 
was at once recognized that the nerve branches were caught in 
the scar, and it was apparent that relief could be obtained only 
thru surgical means. Twice the scar was dissected out and the 
nerve freed. Later the external cutaneous and the collateral 
branches of the median supplying the thumb were resected with 
the effect of producing paralysis of sensation on the palmar sur- 
face, but the pain recurred after the healing, with the addition 
of painful spasms of the fingers supplied by the median nerve, 
painful sensations extending up the arm, and vasomotor paralysis 
together with somewhat widespread reflex disturbances. A fourth 
operation consisted in a division of all the soft parts, including the 
adductor muscles, nerves and vessels, to the inner side of the origi- 
nal injury down to the bone, at the same time removing the scar- 
tissue, allowing the parts to retract, uniting only the skin with a 
few stitches and using gauze drainage. The fifth operation con- 
sisted in amputating the thumb thru the middle of the metacarpal 
bone. Complete relief would follow each operation for a period 


*Read at the Annual Meeting of the American Academy of Railway Surgeons, 
held at St. Paul, Minn., Sept. 5 and 6, 1900, 
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of about six weeks, when the old pain would return—altho it 
may be said that after the last operation the pain did not reach 
its original intensity, in fact, for a few days in succession com- 
parative relief would be obtained, then for several days the pain 
would be very severe, extending up the arm, and attended with 
vasomotor paralysis in the hand and fingers, violent and painful 
flexion of the fingers into the palm of the hand. It was at this 
time that the case was reported. 

At the end of six months, the condition not improving—and 
as the pain had increast and the man totally incapacitated for 
any kind of employment—propositions for further operative treat- 
ment were made. The patient was now quite willing to have the 
median nerve resected with all the crippling effects resulting 
therefrom, or even to have his arm amputated if it would afford 
any relief. At the suggestion of Dr. Owens, the remaining por- 
tion of the metacarpal bone of the thumb was removed by ampu- 
tation at the carpo-metacarpal articulation, all the scar tissue dis- 
sected out and the median nerve carefully raised and freed from 
any nerve connective with the thumb—if any existed. The wound 
healed promptly, but in three weeks the pain returned in all its 
former intensity. I had already been imprest with the fact that 
a chronic neuritis existed in the median nerve, and that under 
the influence of this morbid condition trophic changes occurred in 
the new-forming tissue of the wound, resulting in the production 
of a large amount of dense connective tissue, which exercised a 
pressure influence on the already irritated nerve. The great suf- 
fering of the patient, his utter inability to perform any labor, and 
my failure thus far to furnish any permanent relief led me to 
consider every possible means short of the mutilation operation 
of the median nerve, resection or amputation. After considerable 
reflection, it occurred to me that if I could protect the nerve from 
the compressing influence of dense scar tissue, something could 
be accomplisht. I therefore secured from a dentist a sheet of 
gold of the uniform thickness of 1-500 of an inch, one and three- 
fourths inches in length and three-fourths of an inch in width. 
This I placed in the sterilizer, and I prepared the hand with great 
care, observing the most rigid asepsis. I again opened up the 
wound, dissected out all the sear tissue, lifted up the median 
nerve, as it past thru the wound, on a strabismus hook, to make 
sure that the nerve was free from scar tissue. When this was 
done I covered the nerve with the sterilized gold sheet above re- 
ferred to, pressing it down on each side of the nerve, fitting it 
evenly so that the nerve could come in contact with the tissues 
of the hand only at its posterior surface as it past along its course. 
The flaps, composed of the skin and subcutaneous tissue—which 
I had formed in exposing the field of operation—were united over 
the gold foil with silkworm gut and horsehair. The greatest care 
was taken at every step of the operation to secure the most per- 
fect asepsis and coaptation of all the parts. The wound was cov- 
ered with copious dressings, which were removed at the end of 
ten days, when the wound was found perfectly dry and_ the 
stitches removed. 

This last operation was made April 18, 1899, and about two 
months later the patient resumed work as a bridge carpenter, and 
has continued in this employment since, having been practically 
free from pain. 

When he first resumed work, if he exercised the muscles of his 
arm much or exposed it to any continued jarring influence, or 
if he became exhausted from any cause, he would suffer more 
or less severe attacks of pain, which would, however, subside 
after a day of rest. The condition of the nerve gradually im- 
proved until at the end of the year he was practically free from 
pain, whatever he might do. 

At that time an accident occurred which illustrated the se- 
rious nutritive disturbance resulting from two and one-half years 
of constant irritation. He was employed to pick up nails for 
three hours, and that night suffered considerable pain, contrac- 
tion of fingers into the palm of the hand and vasomotor paralysis. 
This all cleared up without treatment, after a day or two of rest. 
It may be observed in this connection that the hand was very sus- 
ceptible to the influence of cold. 

At the present time—one and one-half years after the opera- 
tion—the median nerve may be said to have been restored to its 
normal state of nutritive stability, and that the man is able to 
perform any labor adapted to his years and strength with entire 
freedom from pain. 


The Missouri State Medical Association held a very success- 
ful meeting at Jefferson City, May 21, 22 and 23, the registration 
being the largest yet recorded. Dr. J. D. Griffith, Professor of 
Surgery in the Kansas City Medical College, was elected presi- 
dent—a wise selection. The next meeting will be held at St. Jo- 
seph, in May, 1902. ' 


“RAILWAY SURGERY” IN AMERICA.* 


BY CLARK BELL, M.D., LL. D., NEW YORK. 


President International Medico-Legal Congress, of New York, 1889; President 
Medico-Legal Society, of New York; Delegate from the Government of 
the United States to the International Medical Congress, of Paris, 1900. 


The most important discovery of the nineteenth century be- 
yond question was that of steam motor power. 

Without detracting from the enormous value of steam in ma- 
rine navigation, its discovery resulted in the locomotive and the 
railway, which became, in a new country like America, the most 
important factor in the development and growth of a great 
nation. 

Beginning near the end of the first third of the century, our 
first railway was built in 1829, but it was 1832 and 1833 before 
the stage coach and the packet boat on the canal gave way to 
the iron horse. To-day in the United States of America there are 
nearly 200,000 miles of completed railway in operation, which, 
added to those of the Dominion of Canada and Mexico, would 
place the railways of the continent of North America, far exceed- 
ing those of the rest ef the habitable globe in length. 

In the United States of America more than 875,000 men are 
employed in their management and operation—an army trained 
to be skilled in this domain of human endeavor.; 

It has grown by the experience of the two-thirds of the cen- 
tury since its introduction to its present enormous volume and 
proportion, and has become the most important factor in the 
civilization, development and progress of the American continent. 
It is the universal method of transportation from place to place, 
and there are few persons living in America who do not travel 
upon the railway. 

It has introduced, as one of its consequences, a new field of 
surgery. In America it is called “railway surgery.” As a neces- 
sity it has developt an entirely new class of injuries, unknown 
to surgery before its advent, which befall two classes of men: 

1. Its own employes. 

2. The general traveling public. 

Accidents upon railways are inevitable, and while superior 
skill, precaution and preventive methods may greatly reduce their 
occurrence and significance, no human precaution can seemingly 
prevent them. 

These accidents result in claims against the railway companies 
by the injured for compensation, which come before the judicial 
tribunals in actions which are classified as “railway damage 
cases,” and the reason why this class of litigation has become so 
enormous is because of the very large growth of the railways and 
the almost incredible volume of travel. Every American railway 
suffers from “railway accidents.” It must meet these claims, and 
it has become a problem in railway management how best to 
meet these exigencies. To minimize the railway accidents, and 
the amount of damage to life and limb, is one of the highest 
economic problems in American railway management. 

The great railway systems of the American continent, those 
which are most successful! in answering this problem in its finan- 
cial aspects, have met it in two ways: 

1. By the appointment of a chief surgeon for the whole sys- 
tem, or railway, if it be a single line, with a staff of local sur- 
geons distributed at the most important and accessible points on 
the railway, subject to instant call. by telegraph and telephone 
from the chief surgeon. 

2. By the establishment of a hospital system for the whole 
line, under charge of a competent house surgeon and assistants, 
with every modern appliance for surgical or medical relief: all 
under the direction and supervision of the chief surgeon, which, 
completely equipt, is always ready for instantaneous relief to 
employe or passenger in case of accident. 

Some of the better equipt railways have also hospital relief 
ears, furnisht with every appliance and surgical necessary, which 
ean reach the scene of an accident on a telegraphic summons in 
the shortest possible time. 

Experience has demonstrated that by comparing the result 
of those railway systems which have adopted this plan of a chief 
surgeon and local staff, and a railway hospital, upon a given line, 
with those who have not done so, that the saving to the railway 


*Read before the International Medical Congress, Paris, 1900. 


¢On June 30 1898, 874,588 persons were in the employ of the railways of the 
United States of America, of whom 4,956 were general officers; 3,925 other officers 
and the remaining 865,677 were agents, clerks and employees. 
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in the amounts paid for damage claims is something enormous. 

The reasons for these results may be briefly stated as follows: 

(a) As each railway should assume the care of the wounded 
among its own employes in case of accident, it is plain that it 
could discharge this obligatiun better thru its own hospital than 
otherwise. 

(b) It is found by experience that the injured passenger thus 
eared for by a railway corporation is better cared for, his in- 
juries better understood, their nature and extent more clearly de- 
fined and accessible to both the injured and the railway official, 
and their adjustment usually arranged amicably and more justly 
to both parties. 

(c) It is also a shield and defense to the railway company in 
a large class of unmeritorious and exorbitant claims, frequently 
made against railways by unscrupulous claimants, aided and 
abetted usually by more unscrupulous attorneys and still more 
unscrupulous medical men. In the past, very large verdicts, both 
in America and Great Britain, have been obtained in cases of 
obseure and ill-defined injuries claimed to have grown out of 
collisions of railway trains, affecting the nervous system, and 
notably a class of cases, most of whom are without merit, and 
which have received the name of “railway spine,” where the in- 
jury is claimed to affect the spinal cord, but without lesion or 
any visible or ascertainable mark of injury. 

All American railways have not adopted the hospital sys- 
tem, and some have not even adopted the chief surgeon and staff 
system; but it is only a question of time when every American 
railway will have its chief surgeon and local staff. 

The injuries resulting from railway accidents are of a kind 
that may be clast as sui generis. If a man’s arm or leg is crusht 
by a train, it presents an injury unlike any other injury. 

The whole category of railway injuries, due to shock in col- 
lisions, is new and not comparable to injuries from ordinary 
causes, and these have grown up as an adjunct and accessory 
to the duty of a railway surgeon. 

_ Frequently the chief surgeon devotes all his time and atten- 
tion to railway injuries, as do many of his local surgeons, at 
points where many accidents ovcur. 

The necessity of interchange of views among surgeons en- 
gaged in this class of practice was doubtless the cause of organ- 
ization among the railway surgeons of the United States. 

The growing importance of railway surgery in medical 
jurisprudence was distinctly recognized by the Medico-Legal So- 
ciety, on September 6, 1893, by the organization of a section of 
medico-legal surgery, emvracing railway counsel and railway, 
military and naval surgeons, under a chairman and twenty vice- 
chairmen, selected ten from each profession from the various 
states of the American Union. This action was based upon rec- 
ommendation made in my address entitled “Railway Surgery in 
Law and Medicine,” made before the National Association of 
Railway Surgeons, at Omaha, Neb., June 7, 1893. The chief merit 
and usefulness of this organization lay in its uniting in its labors 
railway lawyers of eminence and distinction, and the leading 
chief surgeons of the prominent American railways, so that both 
sides of all questions could be studied, as well from the legal as 
from the surgical and medical side. 

The record of the labors of this body can be best considered 
and appreciated by its annual reports. The first annual report, 
of the year 1894, showed the history of the organization, and gave 
its officers and a list of members, embracing twenty-eight of the 
leading chief surgeons of American railways, and a large num- 
ber of local surgeons, military and naval surgeons, and eminent 
railway counsel. 

The International Association of Railway Surgeons is, so far 
as numbers go, the most powerful of the societies of railway sur- 

eons. 

, It was founded in June, 1888. The idea of its founders was 
to open its doors to every railway surgeon in the United States 
and the Canadas, and it soon grew into a very large body. At 
the meeting held at Galveston, Tex., May, 1894, the enrolled mem- 
bership exceeded 1,700 names, and there were nearly 1,000 per- 
sons in attendance at the session. Some there thought that the 
body was too large and unwieldy, and that that period was per- 
haps the maximum of its growth. It has not increast since then. 

The scope of the work of this society is very broad, covering 
the entire field of railway surgery, and it aims to interest and 
associate every railway surgeon. It has held annual meetings 
in May of each year. It has made large contributions to the lit- 
erature of railway surgery, and has published a journal for years. 

Perhaps the most active and influential man in this body is 
and has been Wm. B. Outten, M. D., chief surgeon of the Mis- 
souri Pacifie Railway, of St. Louis, Mo. He was president for 


one term, and on the retirement of R. Hervey Reed, M. D., be- 
came the editor of the journal, now called the Railway Surgeon, 
a position which he held until recently. 


A second national organization, known as the American 
Academy of Railway Surgeons, exists. It is of limited member- 
ship, but has interesting meetings, and publishes a volume of 
transactions. 

In some of the states state organizations of railway surgeons 
have been organized and still flourish, The New York State As- 
sociation of Railway Surgeons is perhaps the most prominent of 
these organizations. 

All are doing good work to advance the cause of emergency 
surgery, and deserve greater growth. 


IS RAILROAD AND OTHER CONTRACT PRACTICE UN- 
ETHICAL ?* 


BY WILL B. DAVIS, M. D., PUEBLO, COLO. 


Several times during the past year it has been proposed to 
discuss the subject: Is contract practice unethical? but I have 
opposed such discussion for the chief reason that the result would 
not be a declaration that contract practice is ethical, nor would 
the society condemn it—whatever breach of ethics is attacht to 
it would be ignored. The reasons for my belief are that few of 
the members would have the courage to say contract work is a 
violation of the code of ethics; that practically every member does 
contract work in one way or another; and that any member who 
hasn’t contract practice would be glad to get it for a good sum! 
But since a consideration seems inevitable, I will speak of the 
subject from the standpoint of practical application of the prin- 
pir which are supposed to guide us in our relations to each 
other. 

First, then, what are ethics—practical ethics? Practical eth- 
ics and laws (in a general sense) mean about the same. Sedgewick 
says: “We must define laws to be rules of conduct which we are 
morally bound to obey, or, more briefly, commands imposed by 
rightful authority.” The Century dictionary gives this definition 
of ethics: “A particular system of principles and rules, concern- 
ing moral obligations and regard for the rights of others; rules 
of practice in respect to a single class of human actions and du- 
ties; as social ethics, medical ethics.” From same authority: “The 
science of right conduct and character; the science which treats 
of the nature and grounds of moral obligations, and the rules 
which ought to determine conduct in acocrdance with this obliga- 
tion; the doctrine of man’s duty in respect to himself and the 
rights of others.” Dungleson’s Medical Dictionary defines medi- 
cal ethics to be “the duties and rights of medical practitioners.” 
All definitions of ethics hinge on “rights” and “duties.” The 
Code of Ethics of the American Medical Association is a part of 
its laws—its interpretation of the proper application of general 
ethics to the needs and wants of the medical profession. This 
celebrated Code of Ethics is a part of the organic law of every 
medical society organized under and in affiliation with the Ameri- 
can Medical Association. It is presumed to be the general gov- 
erning law for regulating practitioners everywhere in this country 

But all regularly organized medical societies possess legisla- 
tive authority to enact laws, rules and regulations adapted to 
their own particular needs, not to conflict, however, with any 
of the laws, rules and regulations of the American Medical Asso- 
ciation. Such laws, rules and regulations as local societies do 
enact for their own government cannot change or modify the 
spirit of the Code—no matter what may be the opinion of even a 
majority of the members; they may merely supplement the laws 
of the parent body: They may, in other words, enact a special 
code for themselves with reference to particular things in their 
own community. 

Second, what is “contract practice?’ This has nothing to do 
with statutory or common law practices governing the question 
of fees for professional services—the implied or exprest contract 
between physician and patient; it means that the doctor agrees 
NOT to deal directly with his patient, but to serve so many “head” 
of people for a fixt consideration: employes of corporations, mem- 
bers of beneficiary societies or lodges—generally at a “cut rate.” 

This, in the abstract, perhaps would not be a violat’on of 
anybody’s rights or duties, provided such physician entering into 
such contracts would demand a reasonable compensation for his 
services, determinable by considering the nature of the service in 
connection with the establisht fees of his society. 

But does “contract practice” imply, or even contemplate, any- 
thing of the kind? Has not every member of this society who 
has accepted and done contract work by his acceptance waived 
even all common law recourse as to obtaining “reasonable com- 
pensation,” as we understand it? And more: has he not, by his 
daily and nightly professional pursuits, trampled under foot the 
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very schedule of charges which he himself helpt frame, form- 
ulate and prescribe? 

I therefore maintain that any member or members of this 
society who have violated the provisions of the fee bill adopted 
by the society, whether under the guise of contract work or not, 
have been guilty of unethical conduct. 

Members may resort to hair-splitting subterfuges to their own 
full pleasure, pose as models of ethical conduct, label themselves 
as the very pinks of professional perfection, or offer themselves 
as living saints of ethical consistency, yet if they have been doing 
contract practice they are guilty of gross violation of ethics; for 
they have helpt formulate—or at least, subscribed to—laws for 
the government of this society, knowing at the time they were 
doing it that they did not expect or intend to observe them! Is 
there anything in contract practice that entitles it to exemption 
from the provisions of the fee-bill which we have all pledged our- 
selves to maintain? Why should the surgeon of a railway, or 
any other corporation, be permitted to do work for so much per 
capita and we others not apply the same principle to private 
practice? Is any man, or set of men, to be privileged above others? 

The question of corporation wants and necessities are mat- 
ters for their own consideration and treatment, and it is not suffi- 
cient for any one to claim, in this society, any such excuses for 
violating our own rules. Corporations are generally able to take 
care of themselves; and they usually do, whether at the expense 
of all principles of ethics, or the setting at naught all municipal, 
state and national laws. 

But if this society is going to continue to permit its rules to 
be so ruthlessly violated, why not put itself on record in manner 
to correspond? Why not concede, by legislative enactment, the 
overtowering interests and influences of corporations as compared 
to medical ethics and the rights of the individual citizen? Shall 
we do it? Can we do it and maintain anything like ethical equity? 
Can we take such action and not violate the very spirit of the 
code of ethics of the American Medical Association, which some 
of our contract brethren would have us believe they dote so 
much upon? 


RESUME OF WORK DONE BY NEW YORK STATE ASSO- 
CIATION OF RAILWAY SURGEONS.* 


BY GEO. CHAFFEE, M. D., NEW YORK CITY, 


Founder and Ex-President of the N. Y. State Association Railway Surgeons; 
Editor International Journal of Surgery, and Surgeon to 
Long Island Railway. 


The New York State Association of Railway Surgeons was 
organized on October 27, 1891, with twenty-five charter members. 
Its membership now numbers 116 active and 56 honorary mem- 
bers. The object of the association is the advancement of rail- 
way surgery, especially in the eastern states. The meetings of 
the association have always been held at the Academy of Med- 
icine, New York City, the metropolis of America, and have always 
attracted the ablest men of the medical and legal professions as 
well as railway officials. In addition to general subjects on rail- 
way surgery, this association has every year discust a special 
topic. This feature of its work has given the association a repu- 
tation of working for a definite purpose and also of accomplish- 
ing what it works for. 

The foundation of railway surgery in America, and from 
which it had its beginning and upon which it still depends most- 
ly, is the “railway hospital system.” At three meetings the asso- 
ciation has given special attention to the subject of, “A Surgical 
Service on Railways,” with special reference to the railway hos- 
pital system. 

A complete surgical service on a railway consists of the fol- 
lowing features: Emergency box or packet, emergency rooms at 
stations, relief cars, .railway hospitals, local surgeons and, over all, 
a chief surgeon. 

This subject has been carefully presented to our railway offi- 
cials and its many advantages explained to them by our associa- 
tion. The official organ of the association—the International Jour- 
nal of Surgery—has contained many illustrated articles and ed- 
itorials from the pen of its editor, who is an enthusiastic advo- 
cate of a complete surgical service on railways. As a result of 
this effort, it is pleasing to note that the officials of lines not hav- 
ing a service are considering the adoption of some form, and on 
lines already having a service improvements are being consid- 
ered, such as the adoption of the relief car or company hospital, 
or the appointment of a chief surgeon. 

At one meeting the subject of amputation was presented by 
experts and divided as follows: Why, how, when and where? With 
the aid of antiseptics we are now able to wait and amputate when 


*Read before the International Medical Congress held in Paris in 1900 


we like—after the patient has recovered from shock and when he 
is strong enough to stand the operation. Where? By waiting a 
sufficient time nature will indicate the proper point at which to 
operate, and if we wait, not one particle of tissue more than is 
absolutely necessary will be sacrificed. 

The special subjects of car sanitation, expert examination and 
testimony, the medical witness, traumatic neurasthenia and 
physical fitness of railway exployes have all been considered by 
experts in each line. The opinion of these experts is instructive 
and the conclusions and results highly satisfactory. 

For November, 1900, the special topic discust is “First Aid,” 
presented in four papers: (1) Emergency packet; (2) emergency 
box; (3) instructions to employes; (4) transportation of the in- 
jured. The emergency packet is a very small box, with bandages, 
gauze and safety pins, and is kept in the shops and on the en- 
gines of some trains. The emergency box contains a number of 
useful articles and is carried on all trains of some roads. Instruc- 
tions to employes should be plain and brief. Our duty is to teach 
them how to make an injured person comfortable and easy, how 
to treat shock without whisky, how to control hemorrhage by 
pressure and position and how to keep wounds clean and apply 
clean dressings. Transportation of the injured is a consideration 
of the use of the relief car, which is a traveling hospital, and is 
run direct to the scene of the accident, and the injured given 
emergency hospital care and treatment en route. 


THE MEDICAL TREATMENT DURING THE ADOLESCENT 
PERIOD OF GIRLS. 


BY EDWIN ROSENTHAL, M. D., PHILADELPHIA, PA. 


Chairman of the Section on Diseases of Children of the American Medical Asso- 
ciation; Pediatrist to the Franklin Free Dispensary, etc. 


The adolescent period in the female may be said to be ay 
critical in results as the menopause, and—by reason of the meth- 
ods of our education—may also be said to be one of the best 
known conditions universally recognized, and as such the com- 
mon property, not only of the profession, but also of the laity. 
For this reason it is not an uncommon fact to witness, not only 
the diagnosis of this condition being made by the “officious med- 
dler,” but also treatment being adopted. And it is very often 
only after such treatments have failed, that the patient is brought 
to the doctor. In such instances, great care and discernment 
must be the weapons of the doctor, for it must be remembered 
that recourse to all the old well-known remedies has been had 
before further his advice was sought. The commonest symptom’ 
that presents itself is the one that refers to the menstruation; 
and it is in all probability this disordered condition which is the 
most conspicuous symptom needing correction. 

Two classes of cases are most numerous: First, that class 
of girls who have never menstruated; and second, that class in- 
cluding those who have menstruated, showing a very slight dis- 
charge at infrequent intervals—once in six or nine months—but 
a discharge which has never grown to an extent at any time 
that may be termed a normal flow. The history of these cases is 
very generally of the same character, and may be briefly sum- 
marized: Digestive disorders, headache, languor, flushing, sensa- 
tions of fulness in the abdomen, disturbed or unnatural sleep, or 
sleepy conditions during the daytime; often some cutaneous af- 
fection—acne the most common. While the symptoms may be 
present in some, frequently only part of them may be present in 
certain cases, as the skin affection. During the period that should 
be termed the “menstrual” period the symptoms are generally 
aggravated. If the “acne” be one of them, at this time a fresh 
crop of pimples appears, and thus can be noted among other 
symptoms. 

In all cases of menstrual disorders in the young, the cause 
must be sought for and, if found, corrected. This of certainty 
directs the treatment. In cases where the menstruation has never 
appeared, it should always be a certain rule to have the sufferer 
examined by the mother. In quite a number of instances, ana- 
tomical causes have been shown to be the reason. In four cases 
an “impervious hymen” was the cause. In two cases the “uterus” 
became the receptacle, and contained the result of numerous 
menstruations, becoming enlarged even above the pubic bones; 
the cervix being impervious. In several instances there was an 
entire absence of the uterus and ovaries. This I noted in two 
cases, both married, the women being examined for the reason 
that menstruation had not appeared. In one case, an otherwise 
well developt young woman, age 21, there was an absence of a 
vagina. In such cases as these nothing can be done in the line 
of medication, but judicious surgical procedure may in indicated 
cases (impervious hymen or cervix) make a cure. Where, how- 
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ever, necessary organs do not exist, nothing can be done, except 
such rules, as the regulation of the bowels, ete., at stated inter- 
vals, give much relief to the frequently present nervous symp- 
toms. 

But when no anatomical reasons exist, and the patient suffers 
from suppression of the menstruation, entire or in part, much 
can be done to aid a cure. The question of age must always be 
taken into consideration. It would be absurd to attempt treatment 
of a girl of 13 or 14 years when her mother only began menstrua- 
tion at 18 years. Experience has taught me that girls born in 
warmer countries, or descending from such parentage, begin to 
menstruate much earlier than those of colder climes. For in- 
stance, girls from Italy or Cuba begin at 12 or 13, while those 
from Norway or Sweden begin at 15 or 16 years. Again, in 
races I have seen some surprising differences. The colored race 
has presented a fully menstruant girl of 10 years; and often I 
have seen girls of Russian-Jewish parentage begin at 10 or 11 
years. So that the question of age should always enter into the 
treatment. 

While the most common symptom of disordered menstruation 
is “anemia,” and as the better known, “chlorosis” (or vulgarly, 
“green-sickness”), its absence need not preclude the use of the 
most common of all our remedies—iron. Anemia alone may be 
the cause of supprest menstruation, and while its presence may 
be lookt upon as a certain cause, its treatment is as essential for 
the appearance of the menstruation as it should be for the gen- 
eral health of the patient. That anemia in girls is. most fre- 
quently found at this time leads to the common belief that 
anemia, green-sickness, or whatever name this blood condition 
may receive, is the chief factor in their menstrual disorders. 

The treatment of such conditions are numerous, and should 
divide itself into the causative factor first, and then, after this 
has been relieved, to the specific symptom. In other words, it 
will be wrong to attempt by the use of specific remedies the ap- 
pearance of the menstruation, if the physical condition of the pa- 
tient is such that should not permit it. 

Besides his condition of the blood as a cause of supprest men- 
struation, other well-known conditions play an equally promi- 
nent part. Even if the patient should suffer from such diseases 
(tuberculosis, as an example), the presence of a menstrual flow 
has such an encouraging influence upon the mind of the sufferer 
that some attempt should be made, and as the method pursued by 
myself for many years can only be of benefit, such conditions are 
not contraindications for its use. 

Iron is the chief remedy in menstrual disorders, and may be 
given at all times—before, after and during the flow. A certain 
time in the monthly life of the patient should be set apart for 
active and specific treatment. The time chosen should be when 
the symptoms are most aggravated. The days, one, two or three, 
should be set apart, and our treatment should always culminate 
to this period. If we fail at the one, then we should begin again, 
and pursue our treatment until the second period, when the spe- 
cifie method should again be applied, and thus on, Even if fail- 
ure should mar the first, second or even the fifth period, the men- 
struation will finally appear, if the treatment be applied in a ra- 
tional way. 

Between the periods I always order the use of iron in three 
or four daily doses. I have used all forms and varieties, from 
the tincture of the chloride, which is so often objected to, to the 
different kinds the Pharmacopeia presents, as, for example, the 
Blaud pill, simple or modified. My experience brings me back to 
Gude’s Pepto-Mangan. Gude’s Pepto-Mangan is now the most 
common preparation of iron in use, and there are therefore so 
very many similar preparations in the drug stores that care 
should be exercised in obtaining the genuine. I always order 
Gude’s Pepto-Mangan given with milk. If the mixture is clean, 
uncoagulated and palatable, then I know my patient has received 
what I ordered. For a further distinction, I invariably place on 
my prescription the name “Gude.” My reasons are these: So 
very many so-called “similar products” are on the market that 
areinferior, and in a measure do not act in a manner you wish, 
clinically as well as physically. For my own defense, as I have 
been so frequently disappointed, I detect the fraud of substitution 
by mixing with liquids, especially milk; the “Gude” preparation 
always gives the palatable mixture. 

I order of this preparation a teaspoonful in a wineglassful of 
milk every three or four hours, depending upon the patient’s con- 
dition. If she be very anemic, and with this very nervous, I 
place her upon the milk diet, and by the addition of Gude’s Pep- 
to-Mangan, I reach my object, giving the food as well as the med- 
icine. I increase the dose until a tablespoonful limit is reacht 
three or four times daily. This treatment is kept up to and even 
continued thru each period, until the purpose is obtained: perfect 
health, as regards not only the menstrual flow, but also the gen- 
eral physical condition. 

Medical treatment is never sufficient in this class of cases, 
and failure is apt to result if no attention be given to other con- 
ditions; the very common class, the school girl who desires to 


reach the head of her class, or who studies for a prize or the 
like. Take the following case: 

Case I.—E. L., age 17 years; large in growth, over 5 feet 8 
inches; reddish hair. A student of the Girls’ Normal School, pre- 
paring for the teacher’s certificate, which required two more years 
of study after the graduation. Complains of constipation and 
headache. Has acne on each cheek. Has occasional backache, 
and has an occasional attack of “nervousness,” crying, ete. Her 
menstruation is scant, very irregular, and when it does appear, 
continues not more than one day or probably one-half the next. 
Appetite erratic, tho spoilt by the method of eating, as buns or 
cake or pie for lunch, while the breakfast, hurriedly eaten, was 
only a cup of coffee or a roll. Her main food was the “supper- 
dinner,” when she was “too tired or too long-hungered” to eat. 
Once or twice I was called to quiet an hysterical attack. In this 
case the pimples were the bane of the young lady’s life, and while 
she was not anemic in any sense, I placed her upon the (Gude’ 
Pepto-Mangan, telling my patient this medicine was for the pim- 
ples, and that I left the further treatment in her hands. This 
with purgative pills of aloin with nux vomica was the whole 
treatment. Vanity came to my assistance, as the patient desired 
to be rid of the eruption. Persistent use of the iron was the only 
medicine used, and while the schooling was persisted in, she past 
safely thru the school period, and eventually recovered. 

The second case is of a kind that is too frequently met, the 
child of the poor, who is sent too early to the “mill” or “store,” 
and who has never been taught the commonest rules of hygiene; 
the girl who spends her time in work, and whose only outing, a 
dance or picnic, is equally as hard work. 

Case II.—Age 14 years. Attended school until 12 years, and 
then became a cash-girl in a department store. Rather large for 
her age. Flabby built, and of a distinct pallor. Complains of 
obstinate headache, relieved by the so-called “bromos;” indiges- 
tion, languor, sleepy during daytime and at night a sleep that 
was heavy, unnatural and disturbed by dreams; at intervals 
flushing with sensations of chilliness. Menstruation scanty, prob- 
ably a half of one day, and very light in color. In this case work 
was a necessity, and even proper food could not be obtained. 
However, milk was the easiest and cheapest food, and from one 
to two quarts daily was the constant supply. To this food I 
added a teaspoonful of the Gude’s Pepto-Mangan at each glassful, 
once every three hours, increasing until a tablespoonful dose was 
attained. This, with a purgative pill (the compound rhubarb pill 
of the Pharmacopeia), was the treatment persisted in for over 
eight months, with complete recovery. In this case the treatment 
was begun in the fall of the year, persisted in thru the winter 
months, and during the following summer months a vacation of 
but two weeks was obtained, and the patient sent to the seashore 
by one of our charitable institutions. This patient was convinced 
of the utility of this method of treatment, as I found the follow- 
ing winter the same course was followed with a gratifying 'result, 
preventing any loss of time by reason of illness or otherwise. 

I have also met with cases in which the menstrual period 
came on correctly at a certain age,.and continued so far a year 
or two, when, for some unknown reason, there was total sup- 
pression. There was no history of tubercular disease, nor could 
I obtain any certain cause. In one case marriage was undertaken 
as a hope for cure. This patient, aged 18 years, came to me 
with the following history: 

Case III.—Mrs. B; began menstruation at the age of 12 years; 
regular intervals until 15 years, when the flow became scanty 
and seantier until only a half day, and then entirely disappeared. 
She had not seen a flow for two years, Examination revealed the 
uterus two inches in length, somewhat anteflext. The ovaries on 
each side could be felt, the size of an almond; the tubes could 
also be felt. This patient had been under the care of many 
physicians, and had had several operations, even a laparotomy, 
for the abdominal scar was visible. Nothing had been removed, 
she assured me, and the examination showed this also. Dilatation 
of the uterus had been performed, as well as curetment; for what 
I was not informed. She had also undergone electrical treat- 
ment. I treated this patient constantly for six months before a 
flow of blood was in evidence. My sole treatment was the in- 
ternal use of the Pepto-Mangan (Gude’s) in tablespoonful doses in 
milk, and the use of a stem pessary for a period of nine months. 
After this time an examination revealed the uterus two and one- 
half inches in length, larger in size. The tubes could be felt, 
and the ovaries on either side somewhat larger. Monthly flows 
have now been the rule for the last three months. This patient 
is still under treatment, and while the iron is still persisted in, 
the result of the treatment is not uncertain. I am firmly persuaded 
that many cases can be benefited by a correct application of our 
remedies, and when applied for a certain purpose. This last pa- 
tient appeared hopeless, and at the start I had little hope myself 
that much could be lookt for. It appeared as a case of early 
menopause. I have seen such cases, with atrophy of the organs. 
Here, however, this was prevented, and I have still hope of see- 
ing further improvement. 
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EDITORIAL NOTES. 


The Medical society at Jacksonville, Ill, has taken an im- 
portant step in admitting a homeopathic graduate to membership. 
lt is no new thing for societies in large cities to have homeo- 
pathic and eclectic graduates become members—the only requisite 
being that the practitioner shall not use the word “homeopathic” 
or “eclectic” upon his cards, signs or otherwise to designate him- 
self as a follower of some certain “school’’—but it requires a good 
deal of moral courage to do such a thing in a small city like 
Jacksonville. But the movement is right; simply because a man 
has happened to graduate at a homeopathic or eclectic school he 
should not be barred from membership in a “regular” medical 
society if he is a gentleman and does not use his distinctive title 
to trade upon. Every “regular” college in the country now ac- 
cepts students of reputable homeopathic and eclectic colleges, 
giving full credit for previous attendance, and there 1s no rea- 
son why medical societies should not do as well by the graduates. 
The only requirement should be that the applicant for member- 
ship sign the Code of Ethics of the American Medical Associa- 
tion. Under such condition any doctor who discards the exclu- 
sive title of homeopathic or eclectic and proclaims himself simply 
as a physician would be accepted as a delegate to the American 
Medical Association without question. 


“Weltmerism” is dead. The postal authorities first stopt the 
enormous mail delivery (more than 80 stenographers were con- 
stantly engaged in answering letters requesting “absent treat- 
ment’—at $3 a treat) under a fraud order; and when the proprie- 
tors, S. A. Weltmer and J. H. Kelly, were arraigned in the 
United States Court, a plea of guilty was entered to the charge 
of using the mails to defraud. A fine of $1,500 each was im- 
posed. The business has been discontinued and Nevada, Mo., 
has sunk from a first-class office to third. What will be the 
next fad of hypochondriacs? 


At the annual meeting of the Illinois Medical Society, held at 
Peoria, May 21, 22 and 23, many interesting papers were read 
and much important business transacted, Dr. J. T. McAnulty, of 
Carbondale, was elected president. Quincy is to be the place of 
meeting in May, 1902. 


Perhaps the most important matter decided by the Illinois 
State Society was the admission of homeopathic and_ eclectic 
graduates to membership. Remarkable as it may seem to some 
of “ye olden tyme docktors,” the following resolution, introduced 
by Dr. E. Fletcher Ingalls, of Chicago, was unanimously adopted: 

“Resolved, That school of graduation shall be no bar to mem- 
bership in the Illinois State Medical Society, providing such physi- 
cian is recognized by the local society as qualified and not claim- 
ing to practice any exclusive system of medicine.” 


Dr. A. H. Cordier, of Kansas City, president of the Missis- 
sippi Valley Medical Association, announces that the meeting of 
that society has been postponed until September 12, 183 and 14. 
The meeting is to be held at the Hotel Victory, Put-in-Bay 
Island, Lake E1ie, Ohio, and the low rate of one cent a mile for 
the round trip will be in effect for the meeting. Tickets will be 
on sale as late as Septetmber 12, good returning without exten- 
sion until September 15. By depositing tickets with the joint 
agent at Cleveland and paying 50 cents, the date can be extend- 
ed until October 8. This gives members an opportunity of visit- 
ing the Pan-American Exposition at Buffalo, to which very low 
rates by rail and water will be in effect from Cleveland. Full in- 


formation as to rates can be obtained by addressing the secretary, 
Dr. Henry E. Tuley, No. 111 West Kentucky street, Louisville, 
Ky. Members of the profession are cordially invited to attend 
this meeting. Those desiring to read papers should notify the 
secretary at an early date. 


Elbert Hubbard, of the Philistine—a beautiful publication 
from the nest of Roycrofters, who live just east of the Rising 
Sun— pays his compliments to a Denver “healer” in the following 
way: ‘““thomas J. Shelton, of Denver, Col., edits and publishes a 
paper called The Christian. Shelton says he does not publish 
for one week as Jesus would—he does it by the year—one dollar 
a year, and sends you gratis Health Vibrations every day at 4 
p. m. as a premium. In the United States to-day there are thirty- 
nine publications issued by Divine Healers, who claim to be di- 
vinities incog. But Thomas J. Shelton, of Denver, is not satis 
fied with being a plain J. C——He claims to be God Almighty. I 
do not exaggerate in the slightest—this is just what Shelton says 
twenty times in every issue of his paper. He calls himself the 
I AM. Shelton gets two hundred letters a day, and his net in- 
come is not less than twenty-five thousand dollars a year. His 
paper is surely amusing, but its great circulation is undoubtedly 
caused by the premium of Health Vibrations. Shelton will send 
you vibrations that will bring you success in business, make the 
lady of your desire love you nearly to death, and cure you of that 
tired feeling. As a curer of disease, R. S. V. P., of Buffalo, with 
his Golden Discovery and his yacht Flim-Flam, is not in it with 
Jupiter Shelton. Personally, I prefer Shelton to Munyon (that 
beautiful old onion with a Corbett hair-cut)—for Shelton’s rem- 
edies never salivated anybody. He sends me No. 6 Vibrations, 
and if he is short on No. 6 he always sends No. 4 and No. 2; and 
with all three I believe he could make whiskers grow on a brass 
monkey! Anyway”—Hubbard continues—“ I haven’t had an ache 
or a pain since I began to read Shelton’s paper.’ By the same 
token, he hadn’t had one for years before; for if there is any- 
where on earth a picture of physical and mental vigor it is Ed- 
itor Hubbard, sometimes of East Aurora, N. Y. 


SURGICAL NOTES. 


A peculiar case of head-injury is reported to Texas Medical 
Gazette (February) by Dr. Frank M. Ross. The patient was in- 
sane and had made several attempts on his life. In the last des- 
perate effort to end his existence he tried to force a shoemaker’s 
awl into his head, but it was stopt by the bone. He then held 


the awl in‘his hand and ran against a brick wall, driving it into - 


his brain up to the handle, which broke off and fell to the floor. 
The instrument went straight into the right frontal lobe. He was 
unconscious for a few hours and then consciousness returned. 
About a week later he began to have fever, which kept him in 
bed for six weeks. After this time he greatly improved and was 
able to go about his business. His mental trouble returned, and 
he insisted on having the awl taken out. An operation was done, 


Tuberculosis of the apex of the lung, even when quite exten- 
sive abscess is present, may now be safely subjected to surgical 
treatment, by extensive resection of the second rib, detaching the 
pleura with the hand as one cuts the pages of a journal, freeing 
the lung without opening the pleura, and after locating the lesion 
by palpation, opening the cavity with the knife or thermo-cautery. 
No large vessels are thus encountered, and the operation is com- 
paratively simple. It is indicated in case of a single large cav- 
ity, with the remainder of the lungs and the large bronchi very 
little, if any, affected, and no other organs involved. Sarfert has 
thus operated on a woman of 40 and found solid adhesions after 
resection of the second rib. The loss of blood was remarkably 
slight, both in the wound in the bluntly detacht lung and in the 
newly formed layers of connective tissue on lung and pleura. The 
position and size of the cavity were readily ascertained and it 
was extensively opened. There was no asphyxia nor dyspnea. 
The large cavity communicated with a second smaller one; both 
were easily tamponed. The wide gap left between the apex of 
the lungs and the thorax gradually closed by granulation. Neither 
the previous hectic fever nor hemoptysis recurred. The wound 
had closed in three months to a granulating strip 3 em. wide with 
a crater 3 cm. deep. After two months of euphoria the patient 
succumbed to an attack of pneumonia in the lower lobe of the 
other lung. The autopsy showed that very few tubercular nodules 
were scattered over the lung that had been operated on; there 
were no evidences of the cavities. The apex had become trans- 
formed into tough connective tissue, but the remainder of the 
lung was air-tight. 
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ADVERTISING RATES FOR 3903. 


ONE YEAR. Srx MONTHS. THREE Mos. 
One Page $360 00 $180 00 $90 00 
One-half Page 180 00 90 00 45 00 
One-fourth Page................-2:000 + 90 00 45 00 24 00 


50 Per cent. additional for space facing reading matter. 


AMERICAN JOURNAL PUBLISHING COMPANY, 
ST. LOUIS, MO. 


NOTICE. 


Sander & Son’s Eucalyptol is invaluable in inflammation of the 
mucous membranes, and in ail septic and infectious diseases. 
Apply to Dr. Sander, Belle Plaine, Ia., for sample and literature of 
Sander’s Eucalyptol. Meyer Bros. Drug Company, St. Louis, Mo., 
sole agents. 


DO YOU KNOW THE VIRTUES 


Of the water and climate of Eureka Springs, Ark? Do you want to 
know? We have a booklet onthe subject which is yours for the 
asking; itis free. Address Bryan Snyder, G. P. A., Frisco Line, 
St. Louis. 


INFLAMMATION OF BLADDER. 


Dr. Richard Eiche, of Cleveland, O., writing, says: “It is 
doubtless of great value to the medical profession that we have 
a remedy at our command like Sanmetto. I have used this rem- 
edy with much success in irritation and inflammation of the neck 
or bladder, in prostatitis, in nervousness arising from irritation 
of uterus, ovaries and testes, in incontinence of urine and in old 
cases of gonorrhea and gleet. This remedy also powerfully in- 
fluences the reproductive apparatus. It is not here my intention 
to waste space in pathological discussions, but will say that San- 
metto is a weapon in the hands of the physician, and a back- 
bone to the worn and old of both sexes.” 


LAXATION IN CONSTIPATION. 
By J. A. Rene, M. D., West Superior, Wis. 


The successful treatment of constipation does not consist in 
simply momentarily relieving the overloaded intestinal organs, 
because some of the pathological conditions co-existing may per- 
sist even after this result has béen obtained. 

The fact that there is an intimate association between the in- 
testinal and cerebral functions was early recognized by the an- 
cients—a fact that shows the need of attending to the cerebral 
disturbances while correcting the pathological condition of the 
gastro-intestinal tract. 

The habitual use of purgatives is not to be encouraged, as it 
only increases the disability which they are intended to remove; 
and therefore it is essential that the treatment should be one aim- 
ing at permanent results as well as relief. And for that reason 
it is very often necessary to combine drugs that will not only re- 
lieve the constipation, but also cure the other pathological con- 
ditions which might have been the primary cause of the consti- 
pation, or have been brought about by the constipation itself. 

Of late years many preparations have been placed at the dis- 
position of physicians, and some of these preparations are cer- 
tainly scientific combinations. Most of them contain such splen- 
did remedies as belladonna, aloes, carcarin, ete., but of all the 
recent preparations which have come to my notice I have found 
the Laxative Antikamnia and Quinine Tablets to be the most 
efficacious in relieving cerebral disturbance, as well as curing the 
intestinal trouble. 

A close study of this combination shows that it is a tonic- 
laxative, analgesic and antipyretic—and its administration in cer- 
tain cases is sure to be followed with excellent results. For in- 
stance, in the sequelae of typho-malarial cachexia, when a gen- 


tle and safe laxative combined with an anti-periodic is required, 
I have found this preparation of the utmost value. The co- 
operative or synergetic properties of these ingredients will read- 
ily commend themselves to the profession—Chicago Medical 
News. 


AN ADDITION OF OUR NEXT MATERIA MEDICA EARN- 
ESTLY RECOMMENDED. 

For many years I have prescribed Sanmetto extensively, and 
I should assassinate Truth were I to assert that, in a single in- 
stance, the results were otherwise than wholly satisfactory. There 
is not a form of genito-urinary inflammation wherein I have not 
used it. I can sincerely and earnestly recommend its addition to 
our next Materia Medica. A. MAZETTA ROWE, M. D. 

Glasgow, Ky. 


A WISE AGREEMENT. 


The following agreement has been signed by every physician 
in Pana, Ill., and it has been publisht in the two daily papers 
there, and the universal comment excited by its publication has 
been favorable to the stand taken by the physicians. The peo- 
ple say that it is just and right, that the county is not a pauper 
and should pay physicians the ruling prices establisht in the 
neighborhood as it pays the grocer for his goods, the mechanic 
for his labor and material, and for services rendered by super- 
visors and road commissioners when on duty for the county; that 
physicians pay their taxes like other people, and besides, render 
to the public much other service for which they are not re- 
munerated for at all: 

“Pana, Ill., May 5, 1901. 

“We, the undersigned physicians of Pana, do hereby mutually 
promise and agree among ourselves and to each other to the fol- 
lowing: 

“1. That we will not bid for pauper practice. 

“2. That we will not attend the paupers at a less rate than 
the regular, establisht and recognized fee bill of Pana. 

“N. B.—It is also understood that no one physician shall be fa- 
vored in the distribution of pauper practice, but that the patient 
shall be given the privilege of choosing his own physician.” 


A SUPERIOR LAXATIVE. 

The Abbott Alkaloidal Company, Chicago, Ill.: I have no 
hesitancy in saying that I consider Abbott’s Saline Laxative su- 
perior to any similar preparation on the market to-day. 1 have 
tried them all. DR. H. W. H. 


EXTRACT OF RED BONE MARROW IN THE TRIWATMENT 
UF ANEMIA, 
Case: Pernicious anemia. 
Blood count: 800,000 red; 4,000 white corpuscles. 
Treatment: Extract of Red Bone Marrow and arsenic. 
First two weeks: 1,600.000 red cells; 4,200 white cells. 
Second two weeks: 3,175,000 red cells; 3,400 white cells. 
Third two weeks: 4,750,000 red cells; 4,000 white cells. 
Patient continues to improve, feeling better and stronger than 
ever. 
The Extract of Red Bone Marrow and Arsenic were given 
well diluted with cold water. 


SANMETTO IN ENLARGED OR ATROPHIED PROSTATE, 
WITH URINARY DIFFICULTIES. 


The cases in which I have had occasion to use Sanmetto are 
quite numerous and varied, both acute and chronic, and when 
indicated have produced very satisfactory results, both to me as 
well ae to the patient. For a period of three years Sanmetto has 
been my sheet-anchor in the large majority of cases o1 prostatic 
and urinary difficulties, both in enlarged prostate as well as 
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atrophied conditions. I may sum up the whole category of pros- 
tatic and urinary ailments, and say in my experience that San- 
metto covers more general indications and is more reliable in my 
hands than any other remedy. I use and have great confidence 
in Sanmetto. J. S. Fisher, M. D., Toledo, O. 1876 Pulte Med. 
Col.; Mem. Nat. Homeo. Med. Assn.; Mem. Ohio State Med. Soc. 
and N. W. Ohio Med. Soc. and Toledo Med. Soc. 


ABSOLUTELY RELIABLE. 


Physicians would get better results from the use of Pepsin, 
Pancreatin, Thyroids, Suprarenal Capsules and other remedies of 
animal origin it they woula, woen prescriping, specify the Ar- 
mour Products, because the preparations emanating from the Ar- 
mour Laboratory are made from absolutely fresh raw material— 
ma.-erial that is put into process of manufacture before it has 
hail any opportunity to become tainted. There is always danger 
of ptomaines in goods made from glands or membranes that have 
been shipped long distances and subjected to exposure due to de- 
lays. Another good reason for specifying Armour Preparations 
is—they are pure, and may be relied upon in all cases where such 
articles are indicatea. 
AUTOMATIC SAFETY-VALVE STOPPER—A DEVICE PRE- 

VENTING THE BURSTING OF PEROAIDE OF 


HYDROGEN BOTTLES. 


The great trouble with peroxide preparations is that if the 
containers are tightly corked, the oxygen, which separates and 
is set free, slowly but constantly as time passes, accumulates, un- 
til the bottles can no longer stand the pressure and burst, or the 
corks are driven out. Of the two alternatives, the bursting of 
the bottles is the most objectionable feature on account of the 
danger attached to it. 

Containers of the hydrogen peroxide, U. S. P., which is a 
comparatively weak solution of H202, yielding but 10 volumes 


(a) Puncture. 

Cut No. 1. Illustrates the cross section of the safety valve rubber cork, sho w 
ing the wooden top and the puncture at the bottom. Athin strip of paraffined 
paper is inserted into the puncture. 
of oxygen, may be closed with a wooden stopper which, by the 
porous nature of the material, permits the escape of the gas al- 

wost as soon as it is set free, thus avoiding explosion and rup- 
ture of the bottles or the driving out of the corks. 

While these wooden stoppers answer very well for solutions 
of H202 responding to 10 volumes of oxygen or less, with strong- 
er solutions, such, for instance, as Marchand’s peroxide of hydro- 
gen medicinal (15 volumes), or his hydrozone (30 volumes of oxy- 
gen), they are quickly attacked by the solutions, as are also the 
ordinary corks, and within four months are completely oxidized, 
not merely bleached, bat rendered so soft that they cut like pot 
cheese. From that time the goods are unfit for sale. 


(a) Puncture. 


Cut No. 2, Illustrates the cross section of a bottle corked and capped with 
vegetable parchment and paraffined muslin; no wire. 


In order to prevent these difficulties, and especially to obviate 
the bursting of the bottles containing hydrozone, Mr. Marchand, 
the manufacturer of that article and other welj;known brands of 
peroxide of hydrogen, has devised an ingenious stopper which he 
calls the “automatic safety-valve rubber cork,” and which is 
shown in the illustration. 

The material of the stopper is vulcanized rubber. The bey- 
eled end is punctured through in such a manner that when the 
pressure in the bottle rises above 5 to 8 pounds to the square inch 
(according to the thickness of the rubber at the bottom, which 
may vary slightly), the excess of free oxygen finds free egress 
and thus relieves the tension. ; 

This device is first inserted, and a plug of porous wood is then 


Cut No. 3, Illustrates the top of the bottle with the seal. 


driven in, thus stiffening the rubber and completing the operation 
of “corking.” 

The capping consists of vegetable parchment covered with 
paraffined muslin, no wiring being used or needed. 

It is easily seen that this style of closing the bottle obviates 
the possibility of bursting. Assuming, even, that through some 
imperfection of the stopper, the puncture should close, as soon 
as the pressure rises to a point far within that required for rup- 
ture of the bottle, the stopper, not being wired down, will yield 
and be forced out. 

Retail druggists who have for so many years been the chief 
sufferers and losers from the bursting of the peroxide containers, 
and the deterioration of the substance otherwise from the causes 
indicated above, will welcome Mr. Marchand’s invention as a 
happy solution of what has to them been a very serious problem 
in thé past, since it will enable them to supply their trade with 


the higher solutions of hydrogen peroxide, and especially that - 
preparation of Marchand’s for which the stopper was particularly - 


designed, “hydrozone,” which carries 30 volumes of oxygen. 

The device described above—the automatic safety-valve stop- 
per—having entirely obviated the danger arising from the ex- 
plosion of bottles in handling, there is certain to be a largely in- 
creased demand for Marchand’s concentrated solutions of the 
peroxide of hydrogen (which alone will be corked with the pat- 
ented stopper), since physicians anxious to obtain quick results 
will never prescribe anything but the most active solutions, or 
those richest in active oxygen, and since druggists will be pro- 
tected absolutely against loss by deterioration or explosion. The 
medical profession is being thoroughly advised of Mr. Marchand’s 
new method of closing his bottles of “peroxide of hydrogen me- 
dicinal” and “hydrozone,” and will be certain to avail themselves 
of the advantages thus guaranteed them.—April, 1901, issue of 
National Druggist of St. Louis. 

Note.—Remember there is no popping when corks are removed. 


BEST OF ALL. 


The Abbott Alkaloidal Company, Chicago, IIl.: I regard your 
“Abbott Saline Laxative” as decidedly the best of all the saline 
preparations that I have used; in fact, I think so highly of this 
product that I feel that I could not do without it. It is cer- 
tainly all that is claimed for it. The effect is all that could be 
desired. DR. A. L. H. 


FOR FERMENTATIVE DYSPEPSIA. 


The Abbott Alkaloidal Company, Chicago, Ill.: I have tried 
your Intestinal Antiseptic on two obstinate cases of fermentative 
dsypepsia, and the good results havefar surpassed my most san- 
guine expectations, and as I dispensed the last tablet this even- 
ing, I hasten to ask the personal favor of you sending me 1,000 
on a rush order. DR. H. A. D. 
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